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Preface 



Mental health professionals all over the world are confronted with the necessity to 
help in very difficult situations and in differing cultural circumstances. Whatever 
we do and wherever we intervene, our major goal is to change the conditions of 
the disorders/problems as well as the living conditions in such a way that the child 
and his family are enabled to better cope with their difficulties and the burden they 
have to carry. Interventions need to be based on scientific knowledge, clinical experi- 
ence and psychosocial engagement, and these considerations are expressed in the ti- 
tle of our book »Facilitating pathways« which describes from a multidisciplinary and 
transcultural perspective the possibilities of care, treatment and prevention. The 
book is divided into three sections reflecting core concerns in providing care. 

Section I describes systems of care and services in selected parts of the world and 
from all continents with focus on: 

The current status of services in the respective parts of the world 

the major needs and deficits in identifying mental health problems in children 

and adolescents (awareness and diagnosis) 

the major needs in treatment, care and prevention. 

Section II describes on an empirical basis the major principles and strategies for 
treatment and intervention using a selected number of treatment approaches and 
treatment settings as examples. 

In Section III, the possibilities, strategies and limitations of early detection and 
prevention are reviewed with a focus on those that can improve the living conditions 
of children and families in need of mental health support. 

The plan for this book emerged in the context of the preparation of the 16 th 
World Congress of the International Association for Child and Adolescent Psychiatry 
and Allied Professions (IACAPAP) 2004 in Berlin and is in line with the leading prin- 
ciples of this organization: »To improve the study, treatment, care and prevention of 
mental and emotional disorders and deficiencies of children, adolescents and their 
families«. 

The editors devote this book to IACAPAP, expressing their gratitude to have had 
the privilege to work many years for this organization and to support its ideals. 

This book is the product of the effort of many colleagues, all of them leading ex- 
perts in their field. We would like to thank them for their valuable contributions and 
excellence as collaborators. We also thank the staff of Springer Publishers, especially 
Meike Seeker and Gisela Zech, for outstanding support and cooperation and for the 
many proposals made to improve the book. 

Finally, we hope that our book will find many readers among mental health pro- 
fessionals all over the world and will contribute to the improvement of child mental 
health by »facilitating the pathways« of many children and their families. 

Marburg, Boston, Cambridge (UK), June 2004 
Helmut Remschmidt, Myron L. Belfer, Ian Goodyer 
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i.i Introduction 



Epidemiological information is needed for develop- 
ing public policies to improve children’s mental 
health. (For reasons of brevity we will use »child« 
to include »adolescent« throughout the text.) In par- 
ticular, epidemiological research could provide an- 
swers to questions such as: 

1. How many children in the community have 
mental health problems; 



2. How many children make use of mental health 
services; 

3. What is the distribution of mental health prob- 
lems and service use across age, sex, and ethnic 
groups and across levels of socio-economic sta- 
tus, neighborhood disadvantage, and urbaniza- 
tion; 

4. Are there historical trends in frequency of child 
mental health problems; 

5. What is the developmental course of mental 
health problems from childhood into adulthood; 

6. What etiological factors can be determined to 
inform the design of prevention and treatment 
programs; 

7. How cost-effective are child mental health ser- 
vices; and 

8. What are the outcomes for children who re- 
ceived services? 

Answers to such questions may assist policy-makers 
in designing strategies for improving mental health 
in children. After briefly explaining epidemiological 
concepts and strategies, a selective review of epide- 
miological research relevant to child mental health 
policies is given in this chapter. 



1.2 Epidemiological Concepts 
and Strategies 



Epidemiology is concerned with the study of the 
distribution and determinants of disease frequency 
in human populations. The quantification of the oc- 
currence of a disease (or psychiatric disorder) in 
populations can be regarded as the central task of 
epidemiology. Well-known measures of frequency 
are prevalence (the number of cases in a defined 
population at a designated time) or incidence (the 
number of new cases in a defined population within 
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a specified period of time). The distribution of dis- 
ease or disorder involves comparisons between dif- 
ferent populations or subpopulations. The examina- 
tion of factors that are associated with variations in 
the distribution of psychopathology is essential for 
testing etiological hypotheses. 

Epidemiological studies can be divided into ex- 
perimental studies such as clinical trials and nonex- 
perimental studies. Nonexperimental studies that 
test etiologic hypotheses are called analytical; those 
that are limited to the description of the occurrence 
of phenomena in populations are called descriptive. 
Another distinction that can be made in epidemio- 
logical research is between prospective and retro- 
spective studies, depending respectively on whether 
the measurement of exposure to a risk factor was 
done before or after the disorder occurred. A study 
in which the presence or absence of a disorder and 
the presence or absence of associated factors are as- 
sessed at the same time is called a cross-sectional 
study. If the aim of the cross-sectional study is lim- 
ited to the determination of the prevalence, the 
study is called prevalence study. 

A basic principle in epidemiology is that obser- 
vations are made on samples of individuals who are 
selected to be representative of populations. Typical- 
ly, epidemiological studies are carried out in the 
general population. However, this is not always the 
case. General population samples are needed when 
we want to determine the prevalence of common 
psychiatric disorders such as anxiety disorders or 
attention deficit hyperactivity disorder. For other 
purposes, different populations maybe more appro- 
priate, including clinical populations to study rare 
and severe conditions such as autism or for con- 
ducting treatment trials, high-risk populations for 
testing particular causal hypotheses, and twins or 
adopted populations to distinguish between genetic 
and environmental influences on psychopathology. 



1.3 Prevalence Studies 



Prevalence can be defined as the proportion of a 
population that has mental health problems at a spe- 
cific point in time. It is also possible to quantify the 
number of cases known to have the disorder at any 
time during a specified period. This so-called period 
prevalence (e.g., 6-month prevalence or lifetime 
prevalence) is frequently used in prevalence studies 
of child psychiatric conditions. Since the majority of 
child psychiatric conditions do not have a well- de- 



marcated onset, incidence as a measure of frequency 
is used sporadically. 

There are two types of studies determining the 
prevalence of child psychopathology: (a) those that 
produce prevalence rates of psychiatric diagnoses, 
usually based on DSM (Diagnostic and Statistical 
Manual of Mental Disorders) criteria, and (b) those 
that generate scores on psychiatric symptom rating 
scales. 

Many studies that determined prevalence rates 
of DSM diagnoses in general population samples 
of children have been conducted. Roberts, Attkisson 
and Rosenblatt (1998), Verhulst (1995), Verhulst et 
al. (1997), and Waddell et al. (2002) provided re- 
views. Despite huge research efforts and many chil- 
dren involved, comparisons between these studies 
are seriously hampered by large differences in de- 
sign and methodology, including differences in 
sample size, age of children, assessment procedures, 
case definition, and sampling procedures. Even for 
studies conducted in countries comparable in lan- 
guage, culture, and availability of services such as 
Canada, the US, Great Britain, Australia, and New- 
Zealand, differences in prevalence rates were ex- 
tremely large and ranged from 10% to 20% (Waddell 
et al. 2002). It is more likely that these differences 
reflect variations in methodology than differences 
in true prevalence. Methodological variations and 
the lack of standardization among studies seriously 
limit the value of prevalence figures of categorical 
diagnoses. 

The second approach, the use of rating scales for 
assessing parent- or self-reported emotional and be- 
havioral problems of children in representative gen- 
eral population samples, is less vulnerable to meth- 
odological differences. This approach produces 
problem scores on continuous scales and does not 
generate prevalence rates for categorical diagnoses. 
Often, statistical criteria are used for distinguishing 
between cases and noncases. Although dividing 
lines for caseness may be rather arbitrary, there 
are epidemiological methods for selecting effective 
cut points. However, prevalence figures will vary 
with the statistical criterion and cannot be used as 
absolute population prevalence measures without 
relating them to similar measures for other popula- 
tions or subpopulations (see Verhulst 1995 for an 
overview). In two multicultural prevalence studies, 
parents’ reports and youths’ self-reports of problems 
for children using the Child Behavior Checklist 
(CBCL) in 12 cultures, and the Youth Self-Report 
(YSR; Achenbach and Rescorla 2001) in 7 cultures, 
were compared (Crijnen, Achenbach, and Verhulst 
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1997, 1999; Verhulst et al. 2003). It was found that 
when the same standardized assessment procedures 
are used for assessing children from different cul- 
tures, cultural differences per se do not lead to big 
differences in reported problems. Instead, individual 
differences within each cultural group are bigger 
than differences between the average scores ob- 
tained in different cultures. Assessment procedures 
with good cross-cultural track records and appro- 
priate translations that capture individual differ- 
ences in reliable and valid ways are apt to reflect 
the mental health needs of children that are robust 
across cultures. 



1.4 The Referral Pathway 
to Psychiatric Help 



Although prevalence rates cannot be reliably com- 
pared across studies due to methodological varia- 
tions, a very robust finding across studies is that 
the majority of children with psychiatric disorders 
do not receive specialist mental health services (An- 
gold et al. 1998; Costello et al. 1996; Verhulst and 
Koot 1992; Zwaanswijk et al. 2003 a,b). General pop- 
ulation studies show that only 30% of children with 
parent-reported and 18% with self-reported signifi- 
cant problems receive help (Verhulst and Van der 
Ende 1997; Zwaanswijk et al. 2003 a). Understanding 
which factors are involved in the help-seeking pro- 
cess may facilitate help being provided to those chil- 
dren who need it the most. 

The referral pathway to mental health care con- 
sists of a sequence of actions that move the individ- 
ual through different levels. Each level represents a 
different context, such as the community, primary 
health care, and specialist psychiatric services 
(Goldberg and Huxley 1992; Verhulst and Koot 
1992). To move from one level to the next, the child 
has to pass through a »filter.« These filters represent 
the selection processes that determine for which 
children help will be sought and at which level treat- 
ment will be obtained. 

From general population studies that systemati- 
cally investigated factors involved in receiving pro- 
fessional help, we know that children who are re- 
ferred are not representative of all those who have 
psychiatric disorders (Angold et al. 2000; Laitinen- 
Krispijn et al. 1999; Zwaanswijk et al. 2003 a, b). Re- 
ferral is affected by many factors besides the chil- 
dren’s problems. For example, in a general popula- 
tion sample of 4- to 18-year-olds, it was found that 



not only emotional and behavioral problems, but 
also academic problems and family stress were asso- 
ciated with the likelihood of being referred (Verhulst 
and Van der Ende 1997). Thus, disordered children 
who live in families under stress and those who have 
academic problems are more likely to be referred 
than those with the same level of emotional and be- 
havioral problems but who live in well-functioning 
families and do not have academic problems. Also, 
children who are referred are more likely to have 
multiple forms of psychopathology (comorbidity) 
than disordered children are in the general popula- 
tion (Berkson 1946; Caron and Rutter 1991). 

In a study among 246 children aged 4-11 years 
who were selected from general practitioners’ (GP) 
practices for having mental health problems, the 
GP played a limited role in the process of help-seek- 
ing for child psychopathology (Zwaanswijk et al., 
submitted). A more influential role is played by 
the school, both in increasing parents’ awareness 
of the need to seek help, as well as in the provision 
of help and the referral for specialized help. 

Factors associated with adolescents’ self-re- 
ported mental health service need and utilization 
were studied in 11- to 18-year-olds from the general 
population (Zwaanswijk et al. 2003b). It was found 
that family stress, and adolescents’ self-reported be- 
havioral and emotional problems were most 
strongly related to mental health service need and 
service utilization. Furthermore, internalizing prob- 
lems, being a girl, and low educational level were as- 
sociated with self-perceived unmet need. 

Implications of these findings are that (a) ado- 
lescents who have problems but who do not recog- 
nize them could benefit from interventions focused 
at providing information about mental health prob- 
lems; (b) adolescents who report unmet need could 
be provided with information on how and where 
professional help may be obtained; (c) adolescents, 
and especially adolescent girls, with internalizing 
problems are especially at risk for not effectuating 
their concerns about their mental health into help; 
mental health workers and policy makers could fo- 
cus their efforts to reduce the thresholds for seeking 
professional help for this group; (d) the importance 
of school personnel’s abilities for detecting and 
helping children with mental health problems 
should be recognized and strengthened; and (e) 
children and adolescents from problem families, 
those with poor school functioning, and those with 
comorbidity may be overrepresented in clinical 
samples. This is especially relevant for studies with 
clinical samples, because selective factors may lead 
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to conclusions based on these samples that differ 
from conclusions based on samples of nonreferred 
children from the general population with the same 
condition. 



1.5 Methodological Issues of Child 
Psychiatric Prevalence Studies 



A number of methodological issues of child psychiat- 
ric prevalence studies will be considered for better 
understanding the results of these studies. Issues 
that pertain to general epidemiological methodolo- 
gy, such as sampling and data analysis, will not be 
discussed here. The focus will be on issues that 
are specific to child psychopathology, such as as- 
sessment, diagnostic principles, and morbidity cri- 
teria. 



1.5.1 Assessment 



All assessment procedures are subject to error due 
to variations in the phenomena being assessed and 
in the procedures themselves. A way to reduce varia- 
tions in the data obtained and to improve precision 
is to use standardized assessment procedures. 

Epidemiological researchers in child psychiatry 
were among the first to use standardized assessment 
procedures (Rutter et al. 1970). Rating scales were 
developed because they could easily be applied in 
a cost effective way in large-scale epidemiological 
studies, and standardized psychiatric interviews 
were developed for more in-depth assessments of 
the prevalence of psychiatric diagnoses. Conversely, 
epidemiological data are indispensable for obtaining 
norms and for testing the validity of these instru- 
ments (Shaffer et al. 1999). Epidemiological compar- 
isons of normal and disordered children are needed 
to determine how childhood disorders are actually 
distributed and for identifying optimal cutoff points 
for distinguishing between children who will most 
likely benefit from particular interventions versus 
those who will not (Fombonne 2002). 

There are two main approaches, the empirical 
and the a priori approach, to determine the level 
of psychopathology in individuals. The empirical 
approach employs multivariate statistical tech- 
niques, such as factor analysis and principal compo- 
nents analysis that are used to identify sets of prob- 
lems that tend to occur together. These co-occurring 
items constitute empirical syndromes. This 



approach starts with empirical data derived from in- 
formants who describe the behavior of children, 
without any assumptions about whether these syn- 
dromes reflect predetermined diagnostic categories. 
The empirical- quantitative approach forms the basis 
of the empirical syndromes of rating scales such as 
the Child Behavior Checklist (CBCL; Achenbach and 
Rescorla 2001) or the Conners’ Rating Scales (Con- 
ners 1997). Prevalence studies using the empirical 
approach generate quantitative scores reflecting 
the level of problems of a child. Imposing cut points 
to the quantitative scores can make categorical dis- 
tinctions between disordered and normal individ- 
uals. 

The second approach refers to the diagnostic 
categories employed by one of the two international 
nosological systems, the fourth edition of the Amer- 
ican Psychiatric Association’s (1994) Diagnostic and 
Statistical Manual of Mental Disorders (DSM-IV) or 
the World Health Organization’s (1992) International 
Classification of Diseases (ICD). This approach starts 
with assumptions about which disorders exist and 
about which symptoms define them. Some preva- 
lence studies generating DSM diagnoses for general 
population samples as discussed above used combi- 
nations of both approaches with rating scales for 
screening the total sample and psychiatric inter- 
views used for assessing a selected subsample of 
children scoring in the problem range of the rating 
scales. 



1.5.2 Multiple Informants 



Many prevalence studies used information from dif- 
ferent informants, usually parents, teachers, and the 
child. The reason for this is because agreement 
among informants is far from perfect, and because 
no one informant can substitute for all others. Dif- 
ferent informants having different relations to the 
child and seeing the child under different conditions 
often vary in their response to the child’s behavior. 
In a meta-analytic study, Achenbach et al. (1987) 
computed the average correlation between different 
informants’ ratings of problem behaviors in a large 
number of published samples. The mean correlation 
between pairs of adult informants who played differ- 
ent roles with respect to the children was 0.28 (e.g., 
parents versus teachers). The mean correlation be- 
tween self-reports and reports by parents, teachers, 
and mental health workers was even lower (0.22). In 
contrast, the mean correlation between pairs of sim- 
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ilar informants (e.g., father and mother, teacher and 
teacher aide) was 0.60. 

The problem that arises is how to combine con- 
flicting information from different informants. As 
an example, the prevalence of any DSM-III-R diag- 
nosis in a Dutch general population sample of 13- 
to 18-year-olds based on parent interview informa- 
tion was 21.8%, that based on child interview infor- 
mation was 21.5%. The prevalence based on one in- 
formant was strikingly similar to that based on the 
other. However, when information from both infor- 
mants was combined by counting individuals as dis- 
ordered if they met DSM criteria by parent or by 
child information, the prevalence was 35.5%, and 
if they met DSM criteria by parent and by child in- 
formation, the prevalence was 4%. 

Instead of assuming that different procedures 
should yield the same results, or should be treated 
in the same fashion, we need to be alerted to simi- 
larities as well as differences between different 
sources of information (Achenbach 1985; Achen- 
bach and McConaughy 1997). Even disagreement 
among informants can be valuable (Jensen et al. 
1999). For example, Ferdinand et al. (2003) studied 
problem behavior in adolescents from the Dutch 
general population, aged 15-18 years, across a 4- 
year period. Initially, parent information was ob- 
tained with the Child Behavior Checklist and self-re- 
ports with the Youth Self-Report. Signs of poor out- 
come, including police contacts and drug use, were 
assessed four years later. Discrepancies between in- 
formation from parents and adolescents added sig- 
nificantly to the prediction of poor outcome based 
on information from each informant separately. 
For instance, scores on the Delinquent Behavior 
scale based on parent information or on adolescents’ 
self-reports separately did not predict future police 
contacts. However, if parents reported scores in 
the deviant range on the Delinquent Behavior scale, 
while adolescents reported scores in the normal 
range on this scale, adolescents were at increased 
risk for later police or judicial contacts. Similarly, 
high scores on either the CBCL or YSR Aggressive 
Behavior scale did not, but high scores by parents 
and concurrent low scores by adolescents did pre- 
dict future drug use. In other words, combining 
the information from both parents and adolescents 
improved prognostic accuracy. 

Because there can be many reasons for disagree- 
ment among different informants, there are no 
quick ways or fixed rules to resolve such discrepan- 
cies. For reasons of comparability, it is recom- 
mended that prevalence studies report prevalence 



rates based on specific informants separately, and 
that procedures for combining information from 
different informants be well documented in ways 
that can be easily replicated. 



1.5.3 Morbidity Criteria 



Most problem behaviors in children can best be re- 
garded as quantitative variations rather than pres- 
ent/absent categories. This approach allows for in- 
ter-individual differences that are normal. Abnorm- 
ality can be regarded as the quantitative extreme of 
the normal distribution. This quantitative approach 
makes it possible to assess the degree to which an 
individual child’s problems deviate from those that 
are typical of the individual’s age and sex. In order 
to make such comparisons, we need data on large, 
representative samples of boys and girls of different 
ages from the general population. Despite the fact 
that many psychopathological phenomena in chil- 
dren can best be regarded as quantitative variations, 
for identifying individuals in the general population 
with mental health problems we need to dichoto- 
mize quantitative information into categories that 
are defined by cut points for distinguishing between 
cases and noncases. There is as yet little basis for 
perfect categorical distinctions between psycho- 
pathology and normality. For most problem rating 
scales this is done by comparing the distribution 
of scores for noncases with the distribution of scores 
for cases. In the absence of an ultimate criterion for 
caseness, the most frequently used morbidity crite- 
rion is whether a child has been referred for special- 
ist mental health services. However, caution is 
needed because this approach is fallible; some chil- 
dren who are not referred may have significant 
problems, while not all children who are referred 
really need professional help. 

DSM diagnostic criteria can also be used for de- 
ciding who is disordered and who is not. These cri- 
teria are the result of negotiations among expert pa- 
nels and often lack firm empirical evidence. Preva- 
lence studies that use DSM diagnostic criteria to de- 
fine caseness run into the problem that DSM criteria 
are overinclusive, often resulting in extremely high 
prevalence rates. For example, Bird et al. (1988) 
found that 49.5% of children in Puerto Rico met cri- 
teria for DSM-III disorders. As a result studies using 
DSM criteria often combine DSM diagnostic criteria 
with an impairment measure, for example, the Chil- 
dren’s Global Assessment Scale (CGAS; Shaffer et al. 
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1983). The newest versions of some psychiatric in- 
terviews such as the Diagnostic Interview Schedule 
for Children (DISC) and the Child and Adolescent 
Psychiatric Assessment (CAPA) have included im- 
pairment criteria. Because many children who meet 
criteria for DSM disorders are not greatly impaired 
in their everyday functioning, the addition of im- 
pairment measures results in a decrease of preva- 
lence rates. In the Dutch prevalence study, for exam- 
ple, the prevalence of 21.8% of children who met cri- 
teria for any DSM-III-R disorder based on parent in- 
terview information dropped to 5.9% when com- 
bined with a CGAS score indicating definite impair- 
ment (Verhulst et al. 1997). Conversely there are also 
many children who can be regarded functionally im- 
paired but do not meet criteria for DSM diagnoses. 
Some 50% of children attending clinics in the Great 
Smoky Mountains Study do not reach DSM or ICD 
criteria for a diagnosis and yet half of these are sig- 
nificantly impaired in their social functioning (An- 
gold et al. 1999). In the Dutch prevalence study, we 
found that 1.4% of the children in the general pop- 
ulation who did not meet criteria for DSM diagnoses 
could be regarded as definitely impaired based on 
parent interview information (Verhulst et al. 1997). 

1.6 Factors Associated 
with Prevalence 



Of many factors that have been tested for associa- 
tion with prevalence in general population studies, 
findings for gender, age, socio-economic status 
(SES), degree of urbanization and neighborhood 
disadvantage will be discussed here, because those 
are factors with findings that have been replicated 
across studies. 



1.6.1 Gender 



Gender differences in prevalence are very robust 
across cultures, informants, and types of studies, 
in particular those that used rating scales and those 
that used DSM diagnostic criteria. Girls score higher 
than boys on internalizing psychopathology such as 
anxiety, depression, and somatic complaints, and 
boys score higher than girls on externalizing behav- 
iors such as attention and hyperactivity problems 
and aggressive and delinquent behaviors. These 
gender differences are found for both parent- and 
self-reported problems. Despite the range in cultur- 



al, economic, political, and genetic differences, there 
is consistency in population-based findings that 
boys have more externalizing and girls have more 
internalizing problems. 



1.6.2 Age 



From a developmental perspective, the effects of age 
on levels of psychopathology in individuals can best 
be studied through longitudinal studies. For public 
policy purposes, cross-sectional data on prevalence 
with age can be important for service planning. Age 
interacts with gender as a factor associated with prev- 
alence. Boys show more problems than girls when 
they are younger, whereas girls show more problems 
than boys in adolescence. In a study using survival 
analyses for investigating lifetime prevalence of 
DSM-IV mood and anxiety disorders in a general 
population sample of young adults, Roza et al. 
(2003) found a steep increase in depression in fe- 
males from age 14 onwards. The increase of depres- 
sion in males starts somewhat later and is much less 
dramatic. The increase of anxiety disorders with age 
in females starts early (from age 5 onwards), is more 
gradual and levels off in young adulthood. In the 
above-cited multicultural study of self-reported 
problems across 7 countries, both internalizing 
and externalizing behaviors increased with ages 
11-18 years (Verhulst et al. 2003). In the multicul- 
tural study of parent-reported problems of children 
aged 6 through 11 years across 12 countries, and 
aged 6 through 17 years in 9 countries, externalizing 
problems decreased and internalizing problems in- 
creased with age (Crijnen et al. 1997, 1999). 
Although parents and adolescents agreed in report- 
ing increases with age of internalizing problems, 
they disagreed about externalizing problems. Ap- 
parently parents are increasingly unaware of their 
child’s externalizing behaviors with increasing age. 
This is probably caused by a developmental shift 
in type of externalizing problems, with overt physi- 
cally aggressive and oppositional behaviors decreas- 
ing with age and status violations such as truancy, 
running away from home, and substance abuse in- 
creasing with age (Bongers et al. 2004). 

1.6.3 Socio-economic Status 



Studies that determined the effect of socio-economic 
status (SES) on mental health problems reported 
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more problems and lower competencies for lower 
SES children (Verhulst 1995; Waddell 2002). 
Although this finding was consistent across studies, 
the effects were rather small. There are a number of 
reasons that may be responsible for the finding that 
children from lower SES are somewhat disadvan- 
taged. Tieman et al. (submitted) compared the ef- 
fects of parental SES on educational and occupa- 
tional achievement in biological versus adopted 
children, 14 years later, when they were young 
adults. Whereas parental SES was significantly re- 
lated to educational and professional achievements 
in biologically related offspring from the general 
population, there was no effect of parental SES on 
the adopted children’s later achievement. These 
findings indicate that the relationship between par- 
ental SES and the achievements of their children 
may be largely due to genetic kinship. This study 
also showed that there were differences in achieve- 
ment between children born in different countries. 
Children from South Korea achieved much better 
than children from Columbia. Selective factors and 
differences in prenatal and early postnatal environ- 
mental factors such as poor antenatal care and mal- 
nutrition may be responsible for these differences in 
level of academic and professional achievement. 
Other studies showed that factors associated with 
low SES such as higher rates of stressful life events, 
poor housing, less adequate parenting, and lan- 
guage delay all may negatively influence children’s 
psychoeducational functioning, though some effects 
may be the result of gene-environment correlations. 

1.6.4 Degree of Urbanization 



Most studies investigating differences in prevalence 
rates between urban and rural populations did not 
find significant differences (Waddell et al. 2002). 
Achenbach et al. (1991) conducted a detailed com- 
parison of varying degrees of urbanization while 
controlling for sex, age, referral status, SES, region, 
and ethnicity in a US national sample. Children 
from the most urban areas showed a slight tendency 
to obtain higher parent-reported problem scores 
than children from the most rural areas. However, 
unexpectedly, the greatest contrast in problem 
scores was found between children in the intermedi- 
ate categories versus those in the most rural areas, 
with highest scores for children in the intermediate 
categories. 



1.6.5 Neighborhood Disadvantage 



For policy makers, the finding that SES is related to 
the level of child psychopathology can be important 
for developing strategies for improving mental 
health in children such as prevention interventions 
or improving mental health services. However, risk 
factors on the individual or family level should be 
distinguished from risk factors related to the neigh- 
borhood context. It is known that neighborhood so- 
cio-economic disadvantage (NSD) influences chil- 
dren’s mental health (Kalff et al. 2001). It is impor- 
tant to study the effects of NSD while controlling 
for the effects of SES. Schneiders et al. (2003) inves- 
tigated whether NSD contributed to emotional and 
behavioral problems beyond the effect of parental 
SES in a large community sample of 10-12-year- 
old children. They found that NSD was associated 
with parent- and self-reported problems even after 
controlling for parental SES. They also found that 
NSD was associated with an increase in problems 
across a 2-year follow-up period. It was concluded 
that living in a disadvantaged neighborhood indeed 
increased the risk of developing emotional and be- 
havioral problems and that NSD may lead to an in- 
crease in problems during transition from child- 
hood into adulthood. Possible mechanisms include 
the exposure in disadvantaged neighborhoods to in- 
appropriate peers and adult role models, low levels 
of neighborhood cohesion, and lack of informal so- 
cial control. An implication of these findings is that 
neighborhood environment should also be taken 
into account when planning public health interven- 
tions for improving children’s mental health. 



1.6.6 Ethnicity 



Multicultural populations containing immigrants 
and refugees characterize many contemporary so- 
cieties. It is therefore important to investigate 
whether the prevalence of mental health problems 
differs across ethnic groups. When evaluating chil- 
dren of different cultures, it must be determined 
whether problems merely reflect cultural differences 
or whether they reflect needs for professional help 
(e.g., Bengi-Arslan et al. 1997). We therefore need 
cross-culturally robust instruments for identifying 
variations in behavioral and emotional problems. 

Because many cultures lack well-standardized 
indigenous instruments for assessing the problems 
of children, instruments developed in one culture 
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are often translated and adapted for use in other cul- 
tures. To apply such instruments to new cultures, 
they should be tested in various ways to maximize 
the equivalence of data obtained in the different cul- 
tures (Bird 1996; Canino and Bravo 1999). 

As an example, Bengi- Arslan et al. (1997) com- 
pared parent ratings of children’s problems with 
the CBCL (Achenbach 1991a) in a representative 
sample of children in The Netherlands, with those 
obtained for Turkish immigrant children living in 
The Netherlands, and with ratings obtained for chil- 
dren living in Ankara, Turkey (Bengi-Arslan et al. 
1997). It was found that Turkish immigrant children 
had much higher scores on the CBCL Anxious/De- 
pressed scale than Dutch children. However, Turkish 
immigrant children living in The Netherlands were 
very similar in their level and type of problems to 
those of indigenous children living in Turkey. This 
kind of information showing variations in problems 
among cultural groups may have important implica- 
tions for mental health policies. Higher levels of par- 
ticular problems in immigrant children versus in- 
digenous children may result from stress factors as- 
sociated with immigration. This may alert policy 
makers or mental health professionals to the need 
for special interventions. However, if the level of 
problems in immigrant children is comparable to 
that in children from the home country, the elevated 
levels of problems in immigrant children over indig- 
enous children may have rather been influenced by 
cross-cultural differences in the reporting of prob- 
lems. These cross-cultural differences may result 
from differences in parental thresholds for reporting 
particular kinds of problems, from linguistic differ- 
ences, or from »true« differences in the prevalence 
of these problems. 

Whenever possible, information should be ob- 
tained from parents, teachers, and children them- 
selves. As discussed above, this is true for all child 
psychiatric epidemiological research, but it is espe- 
cially important when there are cultural differences 
between mental health professionals or researchers 
and those who are being assessed. For example, it 
was found that parent-reported and self-reported 
problem scores for Moroccan youths were similar 
or even lower than scores obtained for Turkish 
youths and for Dutch youths in the Netherlands 
(Stevens et al. 2003). However, Dutch teachers re- 
ported substantially higher levels of externalizing 
problems for Moroccan youths than for Turkish 
and Dutch youths. Such findings may alert policy 
makers or mental health professionals to pay special 
attention to issues that may be responsible for this 



underreporting, such as the parents’ lack of aware- 
ness of their child’s problem behavior outside the 
home. 

1.6.7 Historical Trends 



The question is often brought up whether behavior- 
al and emotional functioning in children in our rap- 
idly changing societies is worsening over the last de- 
cades. An international group of researchers con- 
cluded that there is limited evidence that rates of de- 
pression, suicide, and crime as well as substance use 
are increasing over the last 50 years (Rutter and 
Smith 1995). However, it is hard to draw firm con- 
clusions due to changing assessment procedures 
and diagnostic criteria over time and the retrospec- 
tive nature of the studies. 

There are few studies that compared prevalence 
rates of children’s mental health problems assessed 
in similar ways in comparable samples selected 
across time intervals long enough for secular 
changes to take place. A Dutch study compared par- 
ent- and teacher-reported problems assessed with 
the CBCL and TRF in two general population sam- 
ples selected from the same region, one in 1983 
and the other in 1993 (Verhulst et al. 1997). The 
methodology in 1983 was similar to the one fol- 
lowed in 1993. No significant differences were found 
between 1983 and 1993 in total problems scores ob- 
tained from teachers and parents. On a few syn- 
drome scales, differences were found indicating a 
slight increase in problems with time. However, 
the magnitude of these differences was very small. 
Unlike this study, a comparable study done in the 
US (Achenbach and Howell 1993), showed that there 
were significant increases in parent- and teacher-re- 
ported problems assessed for samples in 1976 and 
between 1981 and 1982 respectively, with problems 
assessed for a sample in 1989. However, new data 
collected for a sample assessed in 1999 showed a de- 
crease in parent-reported problems, though they re- 
mained higher than in 1976 (Achenbach et al. 2003). 
These studies showed that there were no systematic 
dramatic increases in mental health problems across 
intervals ranging from 10 to 23 years. 
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1.7 Prospective General 
Population Studies 



Prospective longitudinal studies of general popula- 
tion samples can give us information on the natural 
course of psychiatric disorders in children. Several 
studies have followed the course of psychopathology 
in children in general population samples across 
long periods (Caspi, Moffitt, Newman and Silva 
1996; Fergusson, Horwood and Lynskey 1994; Hof- 
stra, Van der Ende and Verhulst 2002). These studies 
show that there is considerable continuity of mental 
health problems. Approximately 30% of children 
and adolescents with high levels of emotional and 
behavioral problems will continue to have problems 
as young adults (Hofstra et al. 2000). As we have dis- 
cussed earlier, there is also a considerable amount of 
psychopathology arising de novo, especially among 
adolescent girls who develop affective problems. 

From a mental health policy as well as from an 
individual perspective it is important to know what 
the detrimental effects are of chronically persisting 
mental health problems of children on the outcome 
in adulthood. It may be as Sroufe (1990) suggested, 
that the more consistently a deviating pathway is 
followed over time, the more unlikely it becomes 
that a normal pathway can be reclaimed. Hofstra 
et al. (2002) determined the impact of different de- 
velopmental pathways of psychopathological devel- 
opment on adult outcomes in individuals followed 
from ages 11-18 to 21-28 years. The authors con- 
firmed Sroufe’s (1990) hypothesis that an ongoing 
devious pathway had negative effects on many do- 
mains of functioning. These effects on everyday so- 
cial functioning were much worse than those for the 
group of individuals who showed comparable levels 
of psychopathology as adults but who were well- 
functioning as adolescents. The third group, consist- 
ing of individuals who showed high levels of prob- 
lems in early adolescence but whose level of psycho- 
pathology diminished by adulthood, seemed to be as 
healthy as people who never attained serious levels 
of psychopathology. 

Bongers et al. (2003) used growth curve analyses 
to compute normative developmental trajectories of 
problem behaviors as reported by parents at multiple 
time points. These normative developmental trajec- 
tories provide a basis against which deviations from 
the expected developmental course can be detected. 
This approach can be used to select groups of chil- 
dren who, on multiple measurements, deviate from 
the normative developmental trajectory. Children 



who are selected through this longitudinal screening 
approach can be subjected to interventions. 

Longitudinal general population studies also 
make it possible to compare children with a disorder 
who received treatment with those with the same 
type and level of psychopathology who did not re- 
ceive treatment. Ideally, such comparisons could 
be used to evaluate certain interventions naturally 
occurring in clinical settings. However, children 
who receive treatment may differ systematically in 
the distribution of prognostic factors from children 
with comparable problems who do not receive treat- 
ment. Biases in receipt of treatment may be respon- 
sible for the alarming finding that children who re- 
ceived treatment fared worse after a 4-year follow- 
up than children with comparable levels of problems 
who had not been treated (Koot and Verhulst 1994). 



1.8 Prospective Studies 
of Clinical Samples 



The term »clinical course« refers to the evolution of 
disorders in children who receive mental health care 
(e.g., Angold et al. 2000; Heijmens Visser, Van der 
Ende, Koot and Verhulst 1999; Stanger, MacDonald, 
McConaughy and Achenbach 1996; Steinhausen and 
Verhulst 1999). This kind of information is impor- 
tant for: (a) identifying risk and protective factors 
affecting outcome in children who are being treated 
for mental health problems, and (b) evaluating the 
quality of services across mental health settings. 

In a 6- 10-year follow-up of over 2,000 children 
who had been referred to one child psychiatric ser- 
vice, the prognosis was generally rather poor (Heij- 
mens Visser et al. 2003). Although there was an 
overall improvement in mean problem scores, the 
majority still had significant problems at follow- 
up. They either showed more psychopathology or 
had more signs of maladjustment than untreated in- 
dividuals of the same age from the general popula- 
tion. The mediocre outcomes may lead to the con- 
clusion that typical care is not very effective and that 
much needs to be improved, for example, by adopt- 
ing beneficial features of research conditions in clin- 
ical settings. It may also be concluded that many 
forms of psychopathology in children represent 
chronic conditions and that we need to devise 
cost-effective strategies of long-term or repeated in- 
terventions that help people live normal lives. 

Knowledge of factors that adversely affect out- 
comes in clinically treated children can aid in iden- 
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tifying children for whom routine care may need to 
be adjusted. Although various factors may adversely 
affect outcomes (e.g., age, gender, baseline severity 
of symptoms, functional impairment, family dys- 
function, previous treatment), only a limited num- 
ber of factors have been tested so far (Heijmens Vis- 
ser et al. 2003; Phillips et al. 2000). Many factors 
considered by experts to affect the success of treat- 
ment (e.g., residential instability, abuse, neglect, ex- 
posure to community violence) have not been tested 
in studies investigating treatment outcomes for ado- 
lescents with psychiatric problems (Phillips et al. 
2000). Conversely, it may be helpful to know which 
factors positively affect outcome, and to identify 
which children improve without any help. 

The outcomes of clinically referred children can 
also be compared across settings for testing the 
functioning of mental health settings. However, this 
type of comparison can be very problematic due to 
methodological problems resulting from selection 
(Phillips et al. 2000). When patients referred to 
one clinical setting differ systematically in predictive 
factors from patients in another setting, then the dif- 
ferences between treatment outcomes across clinical 
settings may be due to differences in these predictive 
factors as well as to differences in the quality of the 
treatments patients received. For example, if chil- 
dren referred to clinic A had generally lower IQs 
than children referred to clinic B, then it would 
not be surprising if the treatment success for clinic 
A was worse than that for clinic B. Another example 
would be if the main reason why children were re- 
ferred to a particular clinic was that prior treatment 
attempts in other clinical settings were unsuccessful. 
In that case it would not be surprising if the treat- 
ment success for that clinic was worse than that 
for the other clinics. Therefore, statistical adjust- 
ment of treatment outcomes to account for differ- 
ences in predictive factors may be needed if we want 
to compare the outcomes across different services. 



1 .9 Prevention 



Etiologic epidemiological research forms the basis 
for prevention interventions by developing strate- 
gies for reducing the influence of risk factors. Risk 
factors refer to exposures to factors that increase 
the probability of psychopathology (Kraemer et al. 
1997), for example, the exposure to certain parent 
and family factors, or peer group, school, or neigh- 
borhood characteristics. Exposures that reduce the 



probability of psychopathology are protective fac- 
tors. A host of epidemiological studies, especially 
longitudinal studies, examined relations between 
risk factors and subsequent psychiatric disorders 
(Rutter 2002). There is an increasing emphasis on 
the interaction between various risk factors, espe- 
cially interactions between genetic and environmen- 
tal factors (e.g., Caspi et al. 2002). 

To quantify the influence of certain factors on 
the occurrence of a disease or disorder, epidemiolo- 
gists use measures of effect and measures of associa- 
tion (Rothman and Greenland 1998). Measures of 
effect (e.g., the risk ratio) are estimates of the 
amount of change in a population’s disease fre- 
quency caused by the exposure to a specific factor. 
To calculate measures of effect, cohort studies are 
needed, in which a population is divided into those 
who are exposed versus those who are not exposed 
to a specific factor. If measures of disease occur- 
rence in two different populations are contrasted 
(e.g., incidence rates of depression in adolescent 
males versus females), measures of association are 
used such as odds ratio. 

Knowledge of risk factors, especially causal risk 
factors, is essential for the prevention of disorders. 
Ideally, prevention intervention is aimed at decreas- 
ing the effects of risk factors (or increasing the ef- 
fects of protective factors). For example, knowledge 
about the risks of prenatal and early postnatal envi- 
ronmental influences on the developing child makes 
it possible to identify high risk mothers who can 
then be subjected to prevention programs (e.g., Olds 
et al. 1997). 

Prospective cohort studies are indispensable for 
determining the effects of risk and protective factors 
on the development of mental health problems. Pro- 
spective studies make it possible to disentangle the 
temporal sequence between risk factor and the later 
occurrence of mental health problems. For example, 
childhood disruptive behavior is a strong predictor 
for negative outcomes such as antisocial behavior, 
substance abuse, depression, poor school perfor- 
mance, school dropout, and poor job performance 
(Caspi et al. 1998; Tremblay et al. 1994). Prevention 
interventions aim to intervene in the development of 
disruptive behaviors at an early stage, before pat- 
terns of disruptive behavior that are present in the 
home situation become more firmly established in 
the school environment and peer group. 

Discussion of prevention studies are beyond the 
scope of this chapter, but see section 3 of this book, 
where the prevention and early detection of mental 
health problems in children are discussed in detail. 
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1.10 Treatment 



Once mental health problems have emerged and 
have been recognized, the child may be referred 
for mental health services. After diagnostic assess- 
ment and formulating a diagnosis, the clinician will 
identify targets for intervention and select the treat- 
ment that works best for a particular type of prob- 
lem. Ideally, the treatment for each type of problem 
should be selected on the basis of findings from con- 
trolled trials (Harrington, Cartwright-Hatton and 
Stein 2002; Target and Fonagy 1996). A systematic, 
clinical epidemiological approach to testing the effi- 
cacy of particular treatments for particular prob- 
lems can enhance the assignment of children to 
the most effective interventions. For more detailed 
discussion of evidence based treatments, see section 
2 of this book. 

It is important to determine the outcomes of 
mental health services in systematic ways, because 
this may help improve these services by identifying 
problems in the quality of these services or by iden- 
tifying individual children for whom treatment 
strategies need to be changed. To evaluate outcomes 
of child mental health services, baseline measures 
obtained at the time of referral can be compared 
with measures obtained after services have been 
provided. Outcome evaluations are most useful 
when they are done at uniform intervals across all 
cases seen in a particular clinical setting. This 
makes it easier to draw generalizable conclusions 
about whether the interventions were effective. 



i.ii Conclusions 



Since the first child psychiatric epidemiological 
studies in the 1950s (Lapouse and Monk 1958) 
and 1960s (Rutter, Tizard and Whitmore 1970), epi- 
demiological research has provided a wealth of em- 
pirical findings that may aid policy-makers in devel- 
oping strategies for improving the mental health 
outcomes of children. Descriptive epidemiological 
data on prevalence rates, service use, historical 
trends, and outcomes of mental health problems 
can help planning mental health services for chil- 
dren and provide evidence for setting priorities 
when resources are limited. Etiologic epidemiologi- 
cal research forms the basis for prevention interven- 
tions by unraveling the causative mechanisms in the 
development of psychopathology. Clinical epidemio- 
logical strategies are important for more evidence- 



based approaches to diagnostic assessment and in- 
tervention strategies, and outcome research may 
help improving the quality of mental health services. 

Despite these attainments, child psychiatric epi- 
demiology could be made more useful to policy-ma- 
kers by resolving outstanding issues such as the im- 
provement of comparability across studies. Also, 
new issues have emerged that need to be tackled 
such as those related to the multicultural nature of 
current societies. Finally, more effort should be 
put into improving partnerships between epidemio- 
logical researchers and prevention specialists and 
between epidemiological researchers and policy- 
makers for improving strategies for preventing 
and treating mental health problems in children. 
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2.1 Introduction 



There are few places in the world and virtually no 
country that can claim to have a comprehensive 
»system of care« for children and adolescents with 
mental disorders. There are excellent comprehensive 
programs in some jurisdictions and very well-mean- 
ing efforts in many, but a »system of care« implying 
a continuum in which there are services with a set of 
definable elements that facilitate access to appropri- 
ate levels of care and reduce the dependence on in- 
effective, excessive, or antiquated modes of care are 
rare. Understanding the current status of the care 
for children and adolescents with mental disorders 
and understanding the potential for the develop- 
ment of »systems of care« can serve to provide an 
impetus for the development of responsive, modern 
means for the needed care of children worldwide. 

It is important to note that not all knowledge- 
able individuals agree that the focus on » systems 
of care«, or the associated services concepts often 
described as comprehensive services networks, 
wrap-around services or a continuum of care, all 
of which will be discussed, is desirable from both 
an economic, administrative, and clinical perspec- 
tive (Bickman 1997). Some of this dissent comes 
from a concern with the current inadequacies in 
the evidence base for the treatment of child and ado- 
lescent mental disorders and lack of an outcome 
benefit. Also, an underlying concern related to the 
support for the development of modern systems of 
care is the persistent inability to make an adequate 
argument that the morbidity and long-term costs to 
society associated with child and adolescent mental 
disorders deserve the same attention and resources 
accorded infectious disease. This chapter will give 
an overview of key elements related to understand- 
ing »systems of care«. These ideas and others will be 
elaborated in later chapters. 
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2.2 Concepts Needed for Mental 
Health Services Literacy 



2.2.1 »System of Care« 



What do we mean by a »system of care«? In its most 
rudimentary form it is meant to imply that care is 
not dependent on only one vehicle for treatment 
such as an inpatient hospital. A system implies that 
there is a range of services usually considered from 
least restrictive (community and family based) to 
most restrictive (hospital based). The concept of a 
»system« does not necessarily dictate the theoretical 
orientation of the therapies involved, nor is it uni- 
form in its implementation in all settings. The geo- 
graphic area covered by a »system« can be as small 
as a local community or as large as a metropolitan 
city or country. The usual way to think about a sys- 
tem is to consider that outpatient therapy is a start- 
ing point. However, this form of »outpatient« treat- 
ment may vary from being located in a school sys- 
tem, carried out in a home, or taking place in a 
clinic. The next step may involve partial care, that 
is, use of a more specialized form of care for daytime 
treatment, often taking the child out of the class- 
room setting and often off-site for varying periods 
of time for both therapy and education. Then there 
are residential care facilities, followed by stand 
alone inpatient care facilities. Crisis teams, special- 
ized home consultation, psychopharmacology con- 
sultation services, and many forms of outreach 
can enhance the completeness of a system of care. 

In a system it is assumed that there is some form 
of facilitated transfer of the patient between compo- 
nents of the continuum of care. Ensuring this facili- 
tated flow between components of a system is often 
the most difficult challenge. Reticence to share re- 
cords, competition for funds, lack of a systems vi- 
sion are all impediments to the easy flow of the pa- 
tient from one component to another. Record shar- 
ing, while it may seem easy to those not concerned 
with confidentiality, is quite complicated. The inap- 
propriate sharing of information can lead to dis- 
crimination and in its worst aspect lead to labeling 
and the denial of the patient to take part in the op- 
portunities to achieve what would otherwise be ac- 
corded the individual. 



2.2.2 »Continuum of Care« 

and »Wrap-Around Services« 



In the West the concept of a »continuum of care« 
and »wrap-around services« is very much in vogue. 
In some instances, these terms are used synony- 
mously with a »system of care«. The intent of these 
concepts is to emphasize the need for an intercon- 
nected »system« of care that allows for as much flex- 
ibility as possible in meeting the needs of the child 
patient and the family. Associated with these con- 
cepts is the notion that a child should be treated 
in the least restrictive environment, preferably in 
their local community or that support be provided 
in the home. Another aspect of the emphasis in 
the continuum of care is to balance the once-lop- 
sided dependence on, and inappropriate use of, hos- 
pital-based services for children who perhaps did 
not need and would not benefit from this level of 
care. 

In a continuum of care the patient may be 
treated at differing levels of care depending on his 
or her clinical condition at any particular time. 
Thus, it is possible that many different services will 
be utilized in the course of an illness. The advantage 
of a continuum is that it gives the patient, the clin- 
ician, and the family options for care that can lessen 
the stresses on all for the provision of appropriate 
care at a given level of acuity. For a suicidal adoles- 
cent with a clear history of depression it may be in- 
dicated to use in-patient care to be followed by par- 
tial care with family support and ultimately outpa- 
tient care. In some cases, especially those involving 
somatic illnesses, the continuum may include the 
pediatrician and the pediatric hospital in the contin- 
uum. It this latter case the child mental health clini- 
cian may provide consultation to the pediatric care- 
giver. 

A particular challenge in the development of any 
system of care with a continuum is the incorpora- 
tion of services for those with alcohol or substance 
abuse. The system for the care of those with these 
problems all too often seems to parallel and not in- 
teract with the system of care for those seen as hav- 
ing mental disorders. This separation runs counter 
to the common knowledge among mental health 
providers of the co-occurrence of comorbidity, i.e., 
the presence of mental disorders with substance 
use disorders. Efforts have been made at cross-train- 
ing to enhance the capacities in each system for the 
care of those with these comorbid conditions, but 
much remains to be done in almost all jurisdictions. 
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2.2.3 Managed Care and Insurance 



Two other Western-initiated components of systems 
of care that are now being entertained world- wide 
are the use of »managed care« and the move toward 
privatization. The negative lessons learned in adopt- 
ing these strategies in the delivery of care are not as 
well known as the popularization of the concepts 
among administrators and politicians who see the 
use of these two strategies as a way to save money. 
Managed care, which was at one time considered 
to be a way to streamline care and provide more ac- 
countable and appropriate care has often become 
distorted into a means to have relatively rigid over- 
sight into how care is delivered to reduce the period 
of time in which care is offered and to control the 
costs of care. Thus, disallowance of care, reduced re- 
imbursement for care, and other administrative 
steps have become a part of what is now the formal 
aspects of managed care. Disease management, that 
is, a program of specified care for a particular dis- 
order can also be incorporated in systems of care 
and usually has a managed care component. The ne- 
gatives of managed care have been centered on the 
lack of clinically informed management, and the 
failure to recognize the needs of more seriously im- 
pacted children and their families. This has resulted 
in multiple short-term hospitalizations or shorter 
periods of outpatient care leading to rehospitaliza- 
tions or repeat outpatient care for the same illness. 
Some believe that these consequences have led to 
children being seen initially in appropriate care 
when they are sicker and leading to more chronic ill- 
ness. 



2.2.4 Privatization 



Privatization has led to the closing or reduction in 
scope of many publicly supported forms of care. 
This has often had an impact on the most needy. 
Privatization is a way in which governments can re- 
duce their funding for programs and shift responsi- 
bility for oversight to others outside the government 
sphere. Unfortunately, in some settings government 
has gone too far in abdicating responsibility. Along 
with privatization often comes the introduction of 
insurance for the care of the mentally ill. This some- 
times is a thinly veiled effort to help governments to 
reduce their costs for programs and personnel. The 
insurance schemes, especially in poor countries, are 
inadequate to support the types of care needed in 



this new »private sector« for those who cannot af- 
ford to supplement the payments of the insurance 
program. Unfortunately, the net effect has been in 
many countries to destroy once effective systems 
of care and replace them with systems that are only 
effective for the wealthier segments of society who 
can either pay directly without the use of insurance 
or can afford to supplement payments. The intro- 
duction of insurance in some countries has had 
the further negative impact of draining the systems 
of their most qualified clinicians who now enter the 
»private sector«. 

2.3 Current Situation 



The World Health Organization, professional orga- 
nizations, nongovernmental organizations (NGOs), 
foundations, and governments have all been con- 
cerned with how to infuse existing, too often anti- 
quated, modes of care with new knowledge about 
treatment and prevention. It is obvious that these ef- 
forts will require persistence and resource support 
because of the inertia to change, and the adherence 
to philosophies of treatment that no longer are con- 
sistent with the science base of child mental health 
and child mental disorders. 

World-wide there are varying levels of available 
services to treat child and adolescent mental disor- 
ders. Some countries have simply added child and 
adolescent services to their adult mental health ser- 
vices with little attention to the special needs of the 
population. This has led to inappropriate and some- 
times harsh conditions for children and adolescents 
with mental disorders. Institutional care is often the 
only mode of care available. At the other end of the 
spectrum there are some countries whose philoso- 
phy of care is so psychoanalytically oriented that 
more contemporary interventions including the 
use of medications and behavioral therapies are 
not part of preferred clinical practice. The case is 
most often that fragmented services exist with out- 
patient services, where they exist, not having direct 
linkage to inpatient services. Other failures of link- 
age are evident between schools and health services, 
health and mental health services, the juvenile crim- 
inal justice system and mental health services, and 
the private and public sectors. 
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2.3.1 Policy for Care 



It is evident that when no national policy exists that 
clearly supports child and adolescent mental health 
services these services remain particularly vulner- 
able. Without legislation, funding is often reduced 
when governments face deficits, diverted with the 
adoption of unstudied fads, or drawn away from 
specific mental health programs due to competition 
among stakeholders. Optimal policy development 
should integrate health, mental health, and educa- 
tion, and respect the unique dimensions of child 
and adolescent mental health. However, particular 
needs of children and adolescents affected by mental 
disorders are often neglected unless a crisis presents 
itself, such as the posited linkage between vaccines 
and autism, lead exposure and mental retardation, 
or exposure to violence and PTSD. Providing for 
preventive mental health initiatives and mental 
health promotion is even more problematic given 
the usual short-term focus of politicians and the de- 
mands for easily identified outcomes linked to ex- 
penditures. 



2.3.2 Cultural Understanding 
in Providing Care 



A global perspective on care demands that we con- 
sider not only modern concepts of care often related 
to various types of intervention and financing, but 
to better understand and incorporate the wisdom 
and effective interventions associated with more tra- 
ditional, culture-specific forms of care. The latter 
are not as well known in the West, but are essential 
to incorporate in considering any system of care that 
will reach the maximal number of people in the 
most acceptable manner, especially in developing 
countries. With surges in migration and immigra- 
tion becoming the norm, no nation can avoid the 
need to better understand how to treat its immi- 
grant populations. Thus, there is much to be learned 
in a sharing of concepts and practices throughout 
the world. Nonwestern perspectives give us added 
data about the importance of the religious commu- 
nity in the provision of care, about families and their 
potential strengths, about communities and their 
capacity to support the ill or fragile. Essential in 
many countries to achieve a maximal development 
of services for children with mental disorders, is 
the invocation of the guarantees under the United 
Nations Convention on the Rights of the Child. 



The latter is particularly true as countries and care- 
givers face the need to address the mental health 
needs of growing populations of HIV/AIDS or- 
phans, repatriated soldiers, and other marginalized 
groups of youth who have aggregated as a result of 
urbanization and declining economies. 



2.3.3 Barriers to Care 



While it is hoped that the focus can always be on the 
positive aspects of systems development, reality sug- 
gests that it is also important to look at the barriers 
to care in the development of systems of care. An ap- 
preciation of the barriers will aid the design of sys- 
tems with the potential for sustainability. Not all 
barriers are visible or linked to resources. Of those 
less visible barriers stigma and lack of political will 
dominate. Other barriers exist because of ignorance 
of the etiologies and treatability of child and adoles- 
cent mental disorders. In some countries significant 
strides have been made in reducing more concrete 
barriers to care, such as transportation. However, 
it is clear that both visible and attitudinal issues re- 
main a significant factor in all societies limiting ac- 
cess to care. Interestingly, one possibly effective le- 
ver to reduce barriers and increase access to care re- 
ceives relatively little attention in clinical care set- 
tings, that is, the provisions of the United Nations 
Convention on the Rights of the Child, which has le- 
gal standing in most countries. 



2.3.4 Role of Nongovernmental 
Organizations 



The role of nongovernmental organizations (NGOs), 
and international organizations are critical in shap- 
ing and sustaining care. Whether they work in con- 
cert with existing country resources for care to de- 
velop systems of care varies widely both in relation 
to the context of their work and the organization’s 
mandate. Too often the response of NGOs is focused 
on an emergency situation and little attention is giv- 
en to sustainability. The emphasis on crisis response 
and the provision of services during the crisis, while 
most worthwhile, often raises expectations, distorts 
the existing infrastructure, and then leaves little be- 
hind to provide needed basic services. In some in- 
stances, the residue of bad feelings leaves the mental 
health care system in worse condition than prior to 
the emergency. 
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2.3.5 Epidemiology 



The absence of consistent methodologically sound 
epidemiological data has hampered the ability to de- 
velop services globally based on actual need. 
Further, the lack of data combined with the lack of 
a tradition of local needs assessment to inform pro- 
gram development has led to waste and inefficiency 
in developing systems of care. 

This gap is evident in both developing and de- 
veloped societies. The World Health Organization 
and others have recognized the need for better data 
on mental disorders in children and adolescents. A 
first step in the effort to gather better data globally 
for potential use at the country level is the WHO AT- 
LAS project related to child and adolescent mental 
disorders. 

2.3.6 Training for Care 



Lastly, there is a critical need to develop the cadre of 
trained individuals who can implement child and 
adolescent mental health programs. There is an al- 
most universal lack of appropriately trained individ- 
uals. Highly specialized child and adolescent psy- 
chiatric care will remain scarce, but there is the op- 
portunity to develop training and retraining initia- 
tives tailored to the needs of countries and popula- 
tions that can meet this gap in resources. Innovative 
retraining programs, and programs to train para- 
professionals are among the many efforts designed 
to find feasible ways in which treatment resources 
can be expanded. Pediatricians, behavioral pediatri- 
cians, psychologists, nurses, social workers, primary 
care clinicians, teachers, and religious leaders all 
can serve to provide services in some areas of the 
world. Peers and parents are now being trained 
for counseling in some of the most innovative pro- 
grams. 

There is a danger in providing care in the mod- 
ern era that it will be too limited and/or focused on 
one disorder. Narrowing the focus of training may 
be efficient, but it can result in a failure to under- 
stand the etiology and complexity of child and ado- 
lescent mental disorders. A basic mental health lit- 
eracy needs to be part of the overall training of 
those working with children with mental health dis- 
orders. 



2.4 Current Status 

of »Systems of Care« 



It is evident that certain basic steps must be taken in 
a country to establish the framework for the devel- 
opment of a system of care. The items are many and 
include: Educating the public, reducing stigma, de- 
veloping policy, increasing the manpower for ser- 
vice implementation, providing the appropriate 
physical structure and access points, harmonizing 
traditional care with more modern types of inter- 
vention, finding the funding for new services, and 
lastly, establishing mechanisms to sustain the ser- 
vices. 



2.4.1 Replication of Services 



While much is known about service delivery sys- 
tems in countries around the world, communication 
of models that might be replicated remains poor. It 
is clear that the adoption of models created for one 
society need modification to meet the needs of the 
particular society wishing to improve its services. 
Not only are language and culture issues, but financ- 
ing, training, transportation, and sustainability are 
also persistent issues. Increasingly, the transmission 
of models of care have taken place through the de- 
velopment of treatment algorithms, treatment 
guidelines, and manualized treatment programs. 
While all of these efforts represent a significant step 
forward and embrace the current concern with uti- 
lizing an »evidence-based« approach, too often the 
specific cultural adaptation of a model is lacking. 

2.4.2 WHO Role and Areas 

of Concern in Improving Care 



The World Health Organization convened an expert 
panel to deliberate about the status of care for chil- 
dren and adolescents with mental disorders. The re- 
port, Caring for Children and Adolescents with 
Mental Disorders: Setting WHO Directions (WHO 
2003) sets out a framework for understanding the 
overall scope of the problem in establishing systems 
of care for the treatment of child and adolescent 
mental disorders. The report emphasizes the need 
for the provision of »rational« care, that is, care that 
respects and addresses the clinical needs of the child 
and provides the appropriate intervention. It argues 
against excesses or inappropriate care in particular 
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situations. Thus, therapies intended for stable afflu- 
ent societies may not be appropriate in crisis situa- 
tions or jurisdictions where there are limited re- 
sources. The reliance on any one form of treatment 
without a consideration of providing care appropri- 
ate to the clinical situation and validated by profes- 
sional experience and research is inappropriate. 
Noted was a particular trend of pharmaceutical in- 
dustry promotion of disease-specific treatment sug- 
gestions directly to the public, which can be prob- 
lematic and potentially distort clinical practice. 

The panel highlighted the need to find a way to 
use a diagnostic nomenclature that is more easily 
grasped by less well-trained individuals and that 
would make sense to policymakers who have little 
education in this specialized field. Thus, a consid- 
eration was for there to be a broader definition of 
some disorders that would capture the essence of 
a range of closely linked disorders and to convey 
along with the definition the potential for impair- 
ment in varying domains, such as education and 
health. 

The development of a system of care requires a 
financial investment and the personal commitment 
of individuals in a community — providers, families, 
educators, social welfare staff, religious leaders, and 
politicians. It is often overlooked by planners that 
the original highly touted systems of care, such as 
the Ventura Plan in California, USA, required a sig- 
nificant financial and personal investment. Itera- 
tions of this plan have tried to accomplish the same 
goals as the original project without making a finan- 
cial investment and have failed, or been surprised by 
the costs. The Robert Wood Johnson Foundation for 
many years supported an initiative to develop and 
implement systems of care (Saxe et al. 1998). The re- 
ports of program implementation have so far 
pointed to the complexity of the political structures 
in which programs are embedded, a concern with 
sustainability after demonstration funds cease, and 
the need for the education of providers. 



2.5 Research and Evaluation 



2.5.1 Status of Services Research 



The development of systems of care is not solely the 
enterprise of clinicians and administrators. There is 
a need to encourage the involvement of health ser- 
vices researchers. The area of child and adolescent 
mental health services research is in its infancy with 



few studies that provide information necessary for 
planning or which support advocacy for services 
based on cost-effectiveness. Earls (2001) notes the 
significant gap that exists between research and 
practice in relation to community factors in child 
mental health. It is helpful for all involved in systems 
development to have an awareness of the basic con- 
cepts currently the subject of services research. 
Among the most important concepts currently 
being studied are ones related to social ecology 
and burden of disease. There are more specific eco- 
nomic analyses related to cost-benefit, effectiveness, 
managed care, and other areas relevant to specific 
clinical interventions addressed in other chapters 
that are not a focus of this global overview. 

Saxe (1998), following the evaluation of a major 
child mental health systems initiative in the United 
States, offered this cautionary note about models 
of care. »What is clear is that no single model of care 
seems better than any other. In part, this result re- 
flects the need for each system to develop in syn- 
chrony with local needs and culture, but it also re- 
flects our lack of knowledge of what specific treat- 
ments are linked with what kinds of success in out- 
comes Another cautionary perspective comes from 
the United States Fort Bragg demonstration project 
which attempted to look at issues of cost and access 
with the implementation of a comprehensive system 
of care. The program gained wide recognition for its 
findings. However, Bickman’s evaluation (1996, 
1997) demonstrated that, while care provided could 
be dramatically expanded, utilization of hospitaliza- 
tion and residential treatment reduced, and treat- 
ment better sustained, the clinical outcomes ap- 
peared no different than in usual care. This surpris- 
ing finding came with a demonstration project cost 
for services one and a half times greater than that 
for usual care. A debate about systems of care per- 
sists to the present. 



2.5.2 Disability-Adjusted Life Years 



Researchers in the field and clinicians need to be- 
come attuned to such concepts as the »burden of dis- 
ease« which can help us to understand both costs as- 
sociated with care and the absence of the provision 
of care. The commonly used measure of burden - 
disability-adjusted life years (DALYs; Desjarlais et 
al. 1995) - underestimates the burden of child and 
adolescent mental disorders due to its relatively 
small set of identified diagnoses and lack of account- 
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D Fig. 2.1. World: DALYs in 2000 attributable to selected causes by age and sex 



ing for longitudinal outcomes. As part of the on- onset of mental disorders disrupts education and 
going effort to bring child and adolescent mental early careers leading to lost productivity (Kessler 
health issues to the attention of planners and politi- et al. 1995). An argument can be made that with bet- 
cians conceiving of child and adolescent mental ter data additional support could be accrued for in- 
health disorders as part of the group of noncommu- terventions with children and adolescents, 
nicable diseases has allowed a new language to de- 
velop which gives added weight to concerns with im- 
pairment and cost. Thus, understanding mental dis- 2.5.4 Cultural Epidemiology 

orders as noncommunicable diseases is another way 

to relate the concern for the provision of services to Epidemiological study relevant to the provision of 
the burden of disease. As noted in O Fig. 2.1 , the bur- services is essential. Such epidemiological data can 
den in the early years of life associated with child f orm the basis of a needs assessment. Needs assess- 
mental disorders including violence is striking com- men ts are too often neglected in the period leading 
pared to other diseases. U p the deployment of services. Relying on data 

from other countries or locales can lead to the devel- 
opment of inappropriate services. Data needs to be 
2.5.3 Burden of Disease locally relevant both in terms of specific services 

needs and cultural understanding. The recent delin- 
To support the concern with lifetime costs asso- eation of »cultural epidemiology« holds the promise 
ciated with child and adolescent mental disorders of having epidemiological data that truly reflects 
there is a great need for longitudinal studies. Child- need by incorporating traditional epidemiological 
hood disorders are now known to often be the pre- techniques with techniques that capture cultural un- 
cursors of adult pathology. Scott (2002) demon- derstandings of disorder/illness (Weiss 2002). Fail- 
strated the increased costs for care and to society ure to integrate data will lead to a disconnect be- 
from the childhood diagnosis of conduct disorder, tween the service provided and the needs of the cli- 
Weissman et al. (1999) demonstrated the poor out- ents. This results in a waste of resources, 
come of adolescent onset depression with associated 
increased rates of psychiatric and medical hospital- 
ization. Kessler et al. (1995) showed that the early 




2.7 • Advocacy for Services 



23 



2 



2.6 Current Global Initiatives 



2.6.1 ATLAS Project 



The World Health Organization has embarked on a 
series of initiatives that should enhance the capacity 
of countries to develop systems of care for mentally 
ill children and adolescents. Prime among these in- 
itiatives is the ATLAS project. The ATLAS project, 
Country Resources for Child and Adolescent Mental 
Health, is one of the first systematic attempts to 
gather country-wide data on treatment resources 
for children and adolescents with mental disorders. 
The survey, using key informants, collects data on 
demographics, health policy and legislation, mental 
health financing, mental health services, human re- 
sources for care, data collection capacity, care for 
special populations, and the use of medication. It 
is not a formal epidemiological study. The database 
will allow comparisons between countries at differ- 
ing economic and development levels, but most im- 
portantly will inform countries about their own sta- 
tus. The data will be accessible through a web page 
with materials updated as new information becomes 
available. 



2.6.2 Child and Adolescent 

Mental Health Policy Module 



The ATLAS project is complemented by the Child 
and Adolescent Mental Health Policy Module of 
the WHO Mental Health Policy Project. This effort 
comes with the recognition that there is a virtual 
world-wide absence of mental health policy for chil- 
dren and adolescents which has hindered service 
development (Shatkin and Belfer 2004). This docu- 
ment aimed toward Ministers of Health and other 
policy developers provides precise guidance on pol- 
icy development to support child and adolescent 
mental health services. Without policy at the coun- 
try level there is little guidance for priority setting, 
financing, and accountability. Further national pol- 
icy can influence the local utilization of resources. 
The WHO policy document addresses issues related 
to the administrative organization for services sup- 
port at all levels of government and the community. 
It suggests how a continuum of care can be achieved 
through specific actions. Most importantly, it pro- 
vides a guide to developing an accountable system 
of care. Optimally, national policies will also be in- 



formed by the needs of populations in the local 
communities. 



2.7 Advocacy for Services 



It is a constant challenge to develop and sustain pro- 
grams to support the care for children and adoles- 
cents with mental disorders. Advocacy seeks to keep 
the needs of these populations on the agenda of na- 
tions and communities. Parental advocacy has been 
a force for the development and maintenance of pro- 
grams. Professional organizations of all types have 
also advocated for care, but often advocate in a man- 
ner to serve the particular needs of their profession. 
Competition among the advocates for the mentally 
has historically been used by less sympathetic legis- 
lators and others to thwart program development or 
resource allocation. Finding common ground 
among the groups who advocate for those with 
mental disorders is a priority concern. 



2.7.1 United Nations Convention 
on the Rights of the Child 



Not all efforts that improve child and adolescent 
mental health services relate directly to legislation 
or specific program initiatives. As mentioned pre- 
viously, the United Nations Convention on the 
Rights of the Child is a potentially powerful tool 
for use with governments to support the develop- 
ment of care for children and adolescents with men- 
tal disorders. It gives overall support for children to 
achieve their maximum potential state of well-being, 
including mental health, and addresses issues re- 
lated to stigma and access to care. An instance where 
the Convention has had a powerful impact is in Bra- 
zil. In Brazil there exist Guardianship Councils fo- 
cused on child well-being. The Guardianship Coun- 
cils can be seen as a direct outgrowth of the Brazilian 
governments ratification of the UN Convention of 
the Rights of the Child. The impact of the Conven- 
tion was dramatic in its first affects bringing all chil- 
dren, and not just those who violated the law, into 
the framework of legislation recognizing them as ci- 
tizens, with their own interests, who should be 
treated as agents in society and not as passive recip- 
ients of philanthropic actions. This first action led to 
the establishment of Child Rights Councils and 
Child Guardianship Councils both functioning at 
the community level, albeit the Rights Council has 
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a macro level view while the Guardianship Council’s 
mission is to ensure that children in need or at risk 
receive the best possible assistance. Councils can 
now be found throughout Brazil. It is believed that 
these Councils have had a positive impact on chil- 
dren’s mental health and well-being. 

The UN Convention on the Rights of the Child, if 
implemented by countries that have ratified it, 
would substantially improve the overall ability of 
children with mental disorders to be mainstreamed 
into society, access education, not face incarceration 
or separation from their families, and receive appro- 
priate treatment. Obviously, in many countries that 
have adopted the Convention, basic rights are recog- 
nized but the full impact of the articles as pertaining 
to mental health are not appreciated or are seen as 
secondary to other problems related to exploitation 
and abuse. Education of advocates, politicians, and 
administrators is needed to gain the recognition 
and support for the implementation of those provi- 
sions of the Convention that would afford children 
and adolescents more comprehensive and appropri- 
ate mental health care. 

2.7.2 Advocacy for Care 
by Allied Interests 



Advocacy for child and adolescent mental health 
should not be the sole domain of mental health pro- 
fessionals or those impacted by disordered children 
and adolescents in their families. The health and edu- 
cation sectors have a key role in providing advocacy 
for child and adolescent mental health services. For 
the health sector, recognizing the impact of mental 
disorders on compliance with and adherence to med- 
ical regimens, or recognizing the broad range of co- 
morbidities that are likely to be seen in a medical 
practice should spur on advocacy by the health sec- 
tor. Likewise, the large number of children who can- 
not perform or attend school due to child and ado- 
lescent mental health disorders should result in the 
education sector taking a lead in advocating for more 
and better child and adolescent mental health ser- 
vices. In reality, there are examples in many coun- 
tries of precisely this type of advocacy taking place. 

Child mental health consultation is a routinely 
and widely dispersed service in Alexandria, Egypt, 
where the bulk of funding comes from the local edu- 
cation ministry. In Hungary, the Minister of Educa- 
tion plays a major role in the support for child and 
adolescent mental health services, and in some 
countries, such as Switzerland, virtually all child 



mental health services come under the aegis of the 
education ministry. 



2.8 Systems of Care for Special 
Populations 



In developing and developed countries, caring for 
special populations presents a particular challenge. 
With special populations, the intent is to identify in- 
dividuals such as AIDS orphans, those with physical 
handicaps, those with chronic medical conditions, 
and those with learning disabilities who may not 
have primary mental health problems but whose 
course is complicated by the presence of a mental 
disorder continuously or at a point in time. The 
presence of the mental disorder may impede their 
full ability to achieve or to maintain their level of 
functioning. 



2.8.1 Mainstreaming 



The presence of a mental disorder in a child or ado- 
lescent in a special population can further margin- 
alize them. It is important to recognize when a mental 
disorder becomes manifest in one of these individ- 
uals. Failure to recognize the mental disorder and to 
provide prompt treatment can lead to very serious 
consequences such as rejection from programs, in- 
creased risk of acting out behavior, or suicide. It is 
new thinking for some to realize that these young 
people can have more than one problem and, for in- 
stance, a retarded individual can become psychotic 
or a juvenile diabetic can become noncompliant 
due to depression. The possibility of these dual con- 
ditions existing must be appreciated in the evolution 
of systems of care, both specialized and general. 

The focus on care for special populations now 
emphasizes »participation«, »integration«, and 
»mainstreaming«. It is recognized by most that it 
should no longer be acceptable to isolate those with 
physical handicaps and other disabilities that have 
in the past resulted in removal from the active par- 
ticipation in society. However, this inclusion re- 
mains a global problem. A very current example of 
the concern can be seen with the growing popula- 
tion of AIDS orphans who are experiencing varying 
degrees of marginalization depending on the society 
in which they live. They are denied school access, 
peers shun them, and sometimes they are even de- 
nied basic health care and nutrition. 
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Though the notion of »mainstreaming« seems 
intuitively positive, the idea is controversial. Some 
advocates feel that »mainstreaming« short changes 
the specific needs of a particular special population. 
As a counterpoint, others emphasize that failure to 
»mainstream« a child at the earliest possible time 
limits the affected child’s ability to socialize, and 
does not give nonaffected peers the opportunity to 
develop attitudes that can later reduce stigmatiza- 
tion and discrimination. 



2.8.2 Learning Disabled 



Substantial information is available on how to work 
with and develop programs for children who present 
either in the educational system and/or mental 
health system with a learning disorder and comor- 
bid or primary mental health problem (Fayyad 
2001). It is evident that many with learning disor- 
ders suffer secondary mental disorders if for no 
other reason than they become depressed over their 
lack of achievement or marginalization. However, 
there is an equal need to recognize those children 
who present as learning disabled who have a signif- 
icant primary mental disorder. Failure to recognize 
the presence of this disorder, possibly a psychosis 
with minimal behavioral manifestation or an atten- 
tional problem, and failure to treat it effectively, can 
compound the adaptation problems for the child or 
adolescent. Thus, both educators and mental health 
clinicians need to improve their literacy about the 
dimensions of learning disorders to enhance the sys- 
tems of care needed to maximize the potential of af- 
fected children. There are opportunities to develop 
integrated systems of care for affected children. 



2.8.3 Juvenile Delinquents 



In countries with a lack of resources, or in countries 
and locales with a lack of understanding of mental 
health issues, use of the juvenile justice system as 
a modality for containment can be excessive. This 
is particularly the case for children and adolescents 
whose mental health problems manifest with a range 
of antisocial or aggressive behavior. In the best of 
circumstances, entering the juvenile justice system 
provides the possibility for appropriate diagnostic 
services for the first time in their lives. However, this 
salutary outcome is far less common than more 
usual inappropriate detention or incarceration with- 



out an awareness of underlying mental illness. Fail- 
ure to recognize an underlying or concomitant men- 
tal disorder all too frequently results in a worsening 
of the disorder and a heightened risk of suicide 
while incarcerated. Certainly the impact of incar- 
ceration is rarely, if ever, therapeutic in itself. 

There are those children who have evolved into 
individuals who manifest delinquent behavior not 
clearly linked to a definable mental disorders. Car- 
ing for these children and adolescents judged to 
be juvenile delinquents is a problem affecting socie- 
ties throughout the world. Unfortunately, many of 
those charged with providing care do not have an 
enlightened attitude toward this population. There 
is often a failure to recognize the contextual factors 
leading to the delinquent behavior. The ability to 
treat these children and adolescents has many obsta- 
cles and truly effective programs are relatively rare. 
However, there is always the need to try to treat be- 
cause a failure to provide appropriate care leads to 
recidivism, progression towards ever more serious 
criminal action, and ultimately societies are de- 
prived of potentially productive individuals. The 
UN Convention on the Rights of the Child is exer- 
cised in some jurisdictions to give these individuals 
access to care. Finding a way for societies to care for 
and rehabilitate these youth is a challenge. 



2.9 Conclusions 



The task of understanding both formal and informal 
systems of care for children and adolescents with 
mental disorders is a great challenge. A great deal 
of research about effective models of care, the 
financing of care, and the evidence base for treat- 
ments must be carried out and the findings dissemi- 
nated to those responsible for developing services 
for children and adolescents. While the formal con- 
cepts associated with »systems of care« may be con- 
troversial, the fact that models are being developed 
to try to facilitate access and enhance accountability 
is encouraging. It is evident that negative findings, 
especially from services initiatives in the West, need 
to be transmitted to all levels of government and 
those professionals involved in services develop- 
ment to avoid the consequences which in some in- 
stances have not served the best interests of the chil- 
dren and adolescents who are in need. The future of- 
fers promise of developing model systems of care 
adaptable to varying cultures and levels of economic 
development. 
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3.1 Introduction 

The term » systems of care« refers to two different 
aspects of caring for children with mental disorders. 
First, it refers to the structure and organization of 
the services provided to patients, and second to 
the ideas and different paradigms that are used to 
educate the staff to assess, understand, and treat 
the different child and adolescent psychiatric disor- 
ders. 



3.2 Roots of the Current 

Discussion About Services 



In May 1992, in Budapest, Hungary the Interna- 
tional Association for Child and Adolescent Psychia- 
try and Allied Professions (IACAPAP) organized a 
meeting of child and adolescent psychiatrists and al- 
lied professionals from the former Soviet Eastern 
Europe and the West to discuss the current frontiers 
for child and adolescent psychiatry. While the »Wes- 
terners« were eager to present »modern« ideas in- 
cluding neuropsychiatry and genetics, the »Eastern- 
ers«, »fed up« with neuropsychiatry, were more in- 
terested in different alternatives of psychotherapy, 
social psychiatry, and therapeutic techniques. Some 
asked for textbooks in psychotherapy and informa- 
tion on the use of Rorschach tests. The ensuing dis- 
cussions between different schools and paradigms 
reflecting the complexity of child and adolescent 
psychiatry and its multidisciplinary origin put 
much in focus. 

3.2.1 An Historical Perspective 
on Services in Europe 



In Europe, services to improve children’s mental 
health have been offered to populations for about 
100 years. Both similarities and differences are 
found when comparing the different countries as 
described in the volume Child and Adolescent Psy- 
chiatry in Europe, Historical Development, Current 
Situation and Future Perspectives edited by Rem- 
schmidt and van Engeland. In this book (Rem- 
schmidt and van Engeland 1999), authors from 31 
different European countries describe child adoles- 
cent psychiatry (CAP) in their home countries. 
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3.2.2 Available Services 



Even if there are differences when comparing the 
European countries to each other and even if the sit- 
uation in the former Soviet Eastern Europe still lags 
behind the situation in Western Europe, the follow- 
ing can be stated referring to the structure and or- 
ganization of the services provided to patients. In 
the 31 countries described, there are similar kinds 
of organizations providing CAP services to children, 
adolescents, parents, and families. There are out- 
and in-patient departments and day patient ser- 
vices, run by health authorities. In some countries 
there are special out-patient youth centers, which 
could be run in collaboration with pediatrics and 
obstetrics/gynecology departments. There are foster 
homes and institutions for residential treatment 
outside hospitals, usually under the supervision or 
authorization of social welfare authorities and non- 
governmental organizations. There is also private 
practice. In the majority of countries there are 
health insurance systems covering or reducing the 
costs for CAP care and treatment. 



3.3 Methods of Treatment 



The treatment programs cover a variety of opportu- 
nities for CAP patients ranging from individual 
treatment based on psychoanalytical and psychody- 
namic frames of reference to the use of combina- 
tions of strategies including individual therapy, 
group and family therapy, social work, education, 
occupational therapy, pharmacological treatment, 
and treatment based on biological psychiatry. In 
some countries you will find specially designed pro- 
grams for different disorders and programs to moni- 
tor and evaluate treatment effects. Alternatives to 
hospital-based treatment exist with »home-treat- 
ment«. 



3.4 Barriers to Care 



Although there are some differences, it is quite clear 
that there is an excellent base for average European 
children and adolescents to have CAP treatment and 
there is support for high quality care if needed. Eu- 
rope is very rich when it comes to research, organi- 
zations, structure, and methods in CAP. However, 
there are also some barriers that need to be broken 
down in order to fully use the capacity of European 



CAP in a way the conditions might allow. In my 
opinion, for the coming decade the greatest chal- 
lenge for European CAP is to break down these bar- 
riers. As almost all European countries soon will be- 
long to the European Union (EU), European child 
and adolescent psychiatry will have an excellent 
chance for a consensus on how the systems of care 
should be further developed and how barriers 
should be dealt with. In this respect, the similarities 
between the different countries may be of special in- 
terest, as they reflect the needs of children across 
countries and over time. Such information may in- 
dicate both problems, per se, but also prospects on 
how the organization and the structure of the ser- 
vices of modern CAP should be developed. 

Both problems and prospects are found when 
analyzing CAP services. There are problems related 
to the different languages spoken in the countries 
and the situation of child and adolescent psychiatry 
in relation to general psychiatry, pediatrics, and be- 
havioral science. In addition, there are issues related 
to special interests within individual countries, such 
as juvenile delinquency or autism. 



3.5 Disseminating Information 



When reading research papers and textbooks on 
CAP from different countries it is of special interest 
to analyze the systems of care from the following six 
perspectives: (a) languages spoken in the countries, 
(b) trends and relations to education and psychol- 
ogy and relations between CAP and psychiatry, (c) 
relations between CAP and pediatrics, (d) relations 
to sociology and social work, (e) psychotherapy ver- 
sus treatment based on biological psychiatry trends, 
and (f) questions of special clinical interests The 
shift to English as the main scientific language after 
World War II seems to have resulted in a specific 
problem as major contributions to science from re- 
searchers who do not write their papers in English 
risk being overlooked. The following examples have 
relevance to CAP. Virtually unrecognized in the Eng- 
lish language, the fetal alcohol syndrome (FAS) was 
described in French (Lemoine et al. 1968) a couple 
of years before the description of FAS from the Unit- 
ed States (Ulleland et al. 1970; Jones et al. 1973). The 
Asperger syndrome and the similarities/differences 
between the Asperger and the Kanner syndromes 
were well described in German CAP text-books 
more than a decade before Lorna Wing made her 
publications in English and some 25 years before 
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it appeared in the DSM-system. In the German- 
speaking countries, there are a number of treatment 
programs developed, together with instruments and 
questionnaires to assess CAP problems, to monitor 
treatment, and to do follow-up, etc. These methods 
are of a very high quality but not well recognized 
outside the language area. From this perspective it 
is rewarding to read German CAP textbooks and 
the German Journal of Child and Adolescent Psy- 
chiatry, Zeitschrift fur Kinder- und Jugendpsychiatrie 
und Psychotherapie. 

It is a challenge for European CAP to solve the 
language problem. It may be a barrier for the devel- 
opment of good treatment. There are good examples 
indicating advantages of having a multilingual situ- 
ation. In Switzerland, where three different lan- 
guages are spoken, it is obvious that the develop- 
ment of child and adolescent psychiatry was influ- 
enced in a very fruitful way by Italy, France, Austria, 
and Germany. This is illustrated by the fact that al- 
ready at the time of World War II a modern textbook 
in CAP, Allgemeine Kinderpsychiatrie, was published 
by Moritz Tramer and a scientific child psychiatric 
journal, the Zeitschrift fur Kinderpsychiatrie was 
edited, which, under its later name, Acta Paedopsy- 
chiatrica, was IACAPAP’s official organ during the 
1960s. Acta Paedopsychiatrica illustrated a model 
to handle the language problem as it was possible 
to write papers either in English, German, or French 
with abstracts provided in all three languages. 
Although expensive and needing difficult editing, 
such a journal should perhaps be re-established to 
facilitate information exchange. In 2003, Pierre Fer- 
rari in France presented the idea to launch a »Euro- 
pean Textbook of Child and Adolescent Psychiatry«, 
an initiative that would also reduce a barrier for the 
development of good treatment. 

3.6 Relations with Education 



It was found that a specific CAP interest in educa- 
tion appeared, disappeared, and reappeared over 
time in different countries. A hundred years ago, 
CAP pioneers in Italy (M. Montessori, S. de Sanctis, 
G. Montesano), in France (A. Binet), and in Spain 
(A. Vidal Perera), had an interest in child and ado- 
lescent psychopathology, mental retardation, and 
psychotic behaviors as evidenced by articles in text- 
books in our discipline and in efforts to provide 
children with better services. They were interested 
in the relationships between the cognitive function- 
ing of the child and the teaching situation, i.e., the 



relationships between child and adolescent psychia- 
try, cognitive psychology/education, and psycho- 
pathology. As pioneers, they developed systems for 
CAP care of children. 

Other early European examples of fruitful con- 
tributions to CAP from education/psychology fo- 
cused on ways to identify, understand, and treat 
children having cognitive problems. Among these 
are the »Vienna School« for developmental psychol- 
ogy, Binet’s work on I.Q., and Piaget’s work on cog- 
nitive psychology. In the »previous« Central Europe, 
i.e., in Austria, Switzerland and Germany (the Ger- 
man-speaking countries) and in today’s Czech Re- 
public, Slovakia, Hungary, and Slovenia, there is 
an old CAP tradition related to education going 
back to the »Heilpadagogische« tradition. In Russia 
and in the Nordic countries you will also find such 
early interests going back to the late 1800s focusing 
upon cognitive psychology/education, mental retar- 
dation, the relationships between child and adoles- 
cent psychiatry, and how children show learning dif- 
ficulties. As a result, school psychiatry had already 
developed as a branch of child and adolescent psy- 
chiatry in Sweden and Switzerland by the time of 
World War I. Obviously this early interest in chil- 
dren’s cognitive development and the relation be- 
tween CAP and education disappeared over time 
until today, when it has reappeared as cognitive 
psychology«, »neuropsychology«, »neuropsychia- 
try«, or as »cognitive sciences 

CAP care of children should involve cooperation 
with education and schools. In many modern Euro- 
pean countries, children are spending 12 important 
years of their lives at school. This gives an opportu- 
nity for CAP to develop preventive measures. Im- 
portant questions include the organization of the 
school, teaching techniques and how children with 
learning difficulties should be taught. 

3.7 Relations 

with General Psychiatry 



The links and the relationships between CAP and 
general psychiatry are obvious. In many European 
countries child and adolescent psychiatry has one 
of it major roots in hospital psychiatry. One reason 
was that many children and adolescents with child- 
hood onset pervasive problems traditionally were 
treated in asylums and mental hospitals. The two 
disciplines share clinical problems/disorders of dif- 
ferent kinds where cooperation is needed, as caring 
systems overlap each other. Among these clinical 
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entities are children suffering from mental retarda- 
tion or pervasive developmental disorders, adoles- 
cent patients with anorexia nervosa, and adolescents 
with early onset schizophrenia and bipolar disor- 
ders, as these groups need continuous support when 
they are becoming adults. Cooperation also includes 
programs for children of psychotic parents and 
when a parent’s disorder affects their children (in- 
cluding traumatic experiences and neglect) or when 
a depressed mother has committed suicide. Pro- 
grams are needed to support children of alcoholics, 
drug abusers, and parents having personality disor- 
ders that affect their parenting capacities. 

All over Europe, CAP and general psychiatry do 
cooperate, but from quantitative and qualitative as- 
pects in very different ways. However, important 
questions need to be addressed. 

3.8 Relations with Pediatrics 



In some countries, i.e., Austria, Finland, Germany, 
Italy, and Sweden, the links to disciplines other than 
psychiatry, such as pediatrics and neurology, are 
equally strong. In France until 1968, neurology 
and psychiatry were considered as »neuropsychia- 
try« and not separated from each other. In some 
countries, i.e., Sweden, wards for inpatient child 
psychiatric care developed within children’s hospi- 
tals while wards for inpatient adolescent psychiatric 
care developed within hospitals for general psychia- 
try. In Austria, the pediatrician Professor Hans As- 
perger was head of the Vienna University Clinic 
for Pediatrics and of a special unit for Heilpadago- 
gik/curative education, one type of child and adoles- 
cent psychiatric service, while a ward for child and 
adolescent neuropsychiatry was developed within 
general psychiatry. In Finland, separate specialties 
for child psychiatry and adolescent psychiatry have 
been established. 

In those countries where CAP has developed in 
close relation to pediatrics, a true cooperation with 
mutual benefits has also developed. Besides tradi- 
tional consultation-liaison work, cooperation and 
special programs have been developed to support 
pregnant mothers, newborns suffering from obste- 
trical/neonatal complications, children with malig- 
nant diseases, neglected and abused children, etc. 
Psychosomatic wards within pediatric clinics led 
by child and adolescent psychiatrists have been es- 
tablished. In countries where the cooperation has 
not been extensive, »sub disciplines« of pediatrics, 
such as »social pediatrics« or »behavioral pedia- 



trics« have instead been developed within pediatrics 
covering CAP aspects. 

As is the case with general psychiatry, CAP and 
pediatrics do share clinical problems/disorders of 
different kinds where cooperation is needed and 
where the caring systems overlap each other. Among 
these clinical entities are children suffering from 
mental retardation or pervasive developmental dis- 
orders, obesity, anorexia nervosa, etc. Together with 
the pediatricians, child and adolescent psychiatrists 
have also developed programs to support parents 
and siblings when children are suffering from 
chronic diseases, tumors, need transplantation, suf- 
fer from severe trauma or are dying. As CAP and pe- 
diatrics (especially pediatric endocrinology and 
neuropediatrics) share a developmental perspective 
from conception to adolescence, the two disciplines 
have a unique opportunity to investigate normal and 
deviant development of cognition, behavior, and the 
development of psychopathology. 

A prospective study by Jonsell in Sweden (Jon- 
sell 1977 a, b; □ Table 3.1 ) shows the significant rele- 
vance of such symptoms in daily pediatric care. 
Over one year he studied patients at a pediatric out- 
patient department to test a hypothesis with partic- 
ular reference to psychological and social back- 
ground factors among pediatric patients. He found 
CAP factors in every seventh pediatric patient. Sig- 
nificant CAP problems were found in every twenti- 
eth patient. The proportion of such cases increased 
with age to 17% among the 10- 15-year-olds. Com- 
pared with the controls, the parents of these pa- 
tients, the mothers in particular, had a higher fre- 
quency of registered sickness for mental-nervous 
disorders and their families had more frequently 
been the subject of special social inquiries or assis- 
tance. »To a large extent the examining pediatrician 
was unaware of these background conditions. « 

Quite similar to the situation between CAP and 
general psychiatry, CAP and pediatrics do cooperate 
all over Europe, but from quantitative and qualitative 
aspects in very different ways. Within the EU, the 
two disciplines should try to reach a consensus as 
to how systems of care should be developed in order 
to meet the different demands put upon the organi- 
zations and as to how prevention should be worked 
out. 

Children with CAP symptoms of somatic origin 
will show up among general practitioners and/or pe- 
diatricians. If there is an excellent cooperation with 
CAP, these children may be recognized and, if nec- 
essary, immediately supported by and cared for by 
CAP. In this way CAP can develop, in a timely fash- 
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D Table 3.1. Summary of Swedish longitudinal prospective studies with relevance to child and adolescent psychiatry 



Sample 


Discipline 


Criminal 


Registered 


Followup period 






record 


alcohol problems 




Samples of boys who themselves had shown/been treated for early symptoms of delinquency 




Psychopathic boys treated at 
the Mellansjo-treatment home 


CAP 


41% 


28% 


1928-1968 


Delinquent boys treated at 


CAP 


67% 


58% 


1954-1973 


the Children's Village SKA 








(Andersson et al. 
1976) 


Young law-breakers 


CAP, sociology, 

psychology, 

criminology 


39% 


46% 


1960-1972 


From the general population 








(SOU 1973: 25) 


Teenage alcoholics 


CAP 


42% 


58% 


1964-1985 
1964-1977 
(Rydelius 1985) 


Samples of boys who had not primarily shown early 


symptoms of delinquency 




Adopted children with heredity 


CAP 


14% 


21% 


1930-1972 


for social problems/alcoholism 








(Bohman 1978) 


Children with alcoholic fathers 


CAP 


42% 


35% 


1958-1978 










(Rydelius 1981) 


Samples of CAP patients 
2,164 patients from the Stock- 


CAP 


23% 


23% 


1953-1975 


holm CAP outpatient service 




3% girls 


3% girls 


(Nylander 1979) 


1,420 patients from CAP 


CAP 


50% boys 




1976-2003 


in- and out patient services 




20% girls 




(Enqvist et al. 
2004) 


Problem-free groups from the general population 








Lund by project 


Psychiatry 


8% 


10% 


1947-1987 
1947-1972 
(Ojesjo 1983; 
Fried 1995) 


222 boys 


CAP 


15% 


19% 


1954-1973 
(Andersson et al. 
1976) 


Controls/»social twins« 


CAP 


25% 


20% 


1958-1978 


to children of alcoholic fathers 








(Rydelius 1981) 


The Metropolitan project 


Sociology 


31% 




1963-1979 


Criminology 








(Jansson 1975; 
Wikstrom 1987) 


The Solna Study 


Pediatrics 


35% 


22% 


1955-1988 




CAP 






(Stattin et al. 1989; 




Psychology 






Bohman et al. 
2000) 


The IDA project 


Psychology 


38% 


17% 


1965-1985 
1965-1980 
(Magnusson et al. 
1975; Stattin et al. 
1989) 
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ion, prevention programs and offer good care and 
treatment when needed. 

3.9 Relations 

with Sociology/Social Work 



In many European countries, the establishment of 
CAP was inspired by the US child guidance move- 
ment. In some countries, these child guidance 
clinics did develop as true CAP outpatient depart- 
ments led by child and adolescent psychiatrists 
and based on a cooperation within a team consisting 
of a child and adolescent psychiatrist, a psycholo- 
gist, a social worker, and a teacher, while in other 
countries there were departments for guidance to 
parents by psychologists and social workers with 
or without the help of a consultant child and adoles- 
cent psychiatrist. 

One of the ideas behind the child guidance 
clinics was to prevent and treat antisocial behavior 
in children and teenagers. The work was based on 
a multidisciplinary team where CAP, psychology, so- 
ciology/social work, and education cooperated. 

As a consequence, the work within today’s CAP 
out- and inpatient departments often includes »for- 
ensic child and adolescent psychiatry«. The work in- 
cludes preparing reports to police authorities, to 
courts, and to social authorities when neglect, child 
abuse, or child sexual-abuse, etc. is suspected, when 
parents divorce, or when a person under the age of 
18 has committed a serious crime. 

3.10 Long-Term Consequences 



In reference to CAP, study results indicate that the 
majority of children seeking advice and help from 
CAP for behavioral problems are not facing psychia- 
tric disorders as adults, but are at risk for develop- 
ing criminality and alcohol/drug abuse. Quite 
clearly, prior and current information support the 
notion that a multidisciplinary view is needed if 
CAP is to achieve the objective of engaging in the 
prevention of delinquency in youth. This is a true 
challenge for the future of CAP and also has impli- 
cations for the organization of services. 



3.11 Psychotherapy Versus 
Treatment Based on 
Biological Psychiatry/Trends 



Today’s European CAP has adopted an integrated 
view of biology, behavioral science, and psychody- 
namics. Thus, a »multidisciplinary« view on how 
children and adolescents will be assessed and 
treated is emphasized in Remschmidt’s and van En- 
geland’s volume Child and Adolescent Psychiatry in 
Europe, Historical Development, Current Situation 
and Future Perspectives (edited by Remschmidt 
and Engeland 1999). The following examples illus- 
trate the current situation. In Austria, work is based 
on a holistic approach according to »somatic, intel- 
lectual, emotional, and social aspects« also using a 
»psychotherapeutic polypragmasy« where different 
psychotherapeutic techniques are »linked together«. 
In France: »The majority of the inpatient and outpa- 
tient departments use an eclectic approach with the 
integration of different methods, including family 
counseling and family therapy, and also, if indicated, 
medication.« In Norway, the work is based on a 
»bio-psycho-social model«. In Germany, this inte- 
gration of biology and psychodynamics is illustrated 
by the fact that since 1993 the discipline of CAP has 
been called »child and adolescent psychiatry and 
psychotherapy«. It is quite clear that this integration 
has been very fruitful as treatment programs of dif- 
ferent kinds have been developed and provided a 
base for »evidence based treatment to be estab- 
lished. 



3.12 Evidence-Based Treatments 



As discussed above and summarized below, there 
are some questions of special interest referring to 
CAP and cooperation with school/education, gener- 
al psychiatry, and pediatrics that need to be further 
explored in order to improve the quality of CAP as- 
sessment and treatment. Similarly, questions relat- 
ing to overall prevention for mental health and 
how to deal with delinquency are of special interest 
for CAP. 

Europe is very rich when it comes to research, 
organizations, structure, and methods in CAP. The 
time has come when European CAP should strongly 
engage in developing evidence-based programs for 
treatment and prevention. Such efforts are ongoing 
in some European countries. Local and European 
guidelines have been developed for certain disor- 
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ders. However, with a few exceptions, there is a lack 
of treatment programs that have been scientifically 
evaluated. 

German CAP has taken good initiatives. The ef- 
ficacy of inpatient vs. home treatment of psychiatri- 
cally disturbed children and adolescents (Mattejat et 
al. 2001) has been evaluated and home treatment 
was found to have a favorable impact. A reliable 
and valid method for routine quality assurance 
and therapy evaluation has been developed using 
telephone interviews (Mattejat et al. 2003). 

European CAP should engage in all kinds of ef- 
forts to prevent mental ill health. Educating politi- 
cians could be one way to do this. Perhaps a goal 
for European preventive CAP work could be a future 
EU committee focused on planning for the needs of 
children. 



3.13 Conclusions 



Although, European CAP is very developed when it 
comes to research, organizations, structure, and 
methods, there are barriers that need to be »broken 
down« in order to fully use the available capacity. 
One such barrier is the lack of a »multilingual« sci- 
entific journal. Almost all European countries will 
soon belong to the European Union. This will give 
European CAP an excellent opportunity to educate 
politicians on children’s needs and to reach a Euro- 
pean CAP consensus on how the systems of care 
should be further developed. 

Another future development should involve co- 
operation with educators and schools. In many 
modern European countries, children are spending 
12 important years of their lives at school. This im- 
portant period of a child’s life should be used by 
CAP to develop preventive measures in cooperation 
with school authorities. Important questions in- 
clude the organization of the school day, teaching 
techniques, and programs against bullying and 
how children with learning difficulties should be 
taught. A priority for European CAP is the unique 
opportunity to develop evidence-based treatment. 
All over Europe, CAP and general psychiatry do co- 
operate, but from quantitative and qualitative as- 
pects in very different ways. Some important ques- 
tions need to be solved. One question refers to 
whether early symptoms/phases of schizophrenia/ 
bipolar disorders exist or not. Children with CAP 
symptoms of somatic origin will appear before gen- 
eral practitioners and/or pediatricians before they 



appear at CAP departments. The development of co- 
operative arrangements with pediatrics will enhance 
prevention efforts. 
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4.1 


Introduction 




Child and adolescent mental health care in 


North 



American has historically gotten lost somewhere be- 
tween pediatrics and psychiatry. Although child 
mental health clinicians share a population of con- 
cern with pediatricians and other primary care pro- 
viders, child psychiatry is not considered a pediatric 
medicine specialty area but rather a psychiatric one. 
The bulk of the psychiatric »business«, however, 
deals with adults and, therefore, has closer ties to in- 
ternal medicine than to child psychiatry. This cre- 
ates a no-man’s land organizationally, where service 
need and responsibility are disconnected (Rae- 
Grant 1986). Adding to the disconnect are the bar- 
riers of stigma (families experiencing shame when 
their child has a mental illness) and scarcity. (The 
subspecialty of child psychiatry produces very few 
doctors compared to other medical specialties, and 
both the training of psychiatric nurses and that of 
clinical social workers is focused on adults.) 

Even in a child- oriented setting, like the pedia- 
trician’s office, a family may be loathe to voice con- 
cerns about their child’s emotional health, and even 



if the concern is voiced, the pediatrician may have 
far greater trouble locating appropriate consultation 
for evidence of a thought disorder than for evidence 
of leukemia (AACAP 1999). 



4.2 Systems of Care in the USA 



4.2.1 Values and Principles for Systems 
of Care 



Additionally, in the USA, medicine has been domi- 
nated over the past fifteen years by managed care, 
with the economic driver being what »benefit pack- 
age« (or array of services) the employer will agree to 
buy. Employers, understandably, are concerned with 
the health of their employees, so benefits (and care) 
are oriented toward adults, not children or families 
(Lourie 1996). More recently, the emergence of men- 
tal health »carve-outs« (where another entity, usual- 
ly a for-profit company, takes over the management 
of mental health benefits for a health plan), has 
shifted mental health treatment still further away 
from primary care, leaving pediatrics and child 
mental health even more isolated from each other 
(Grimes 2003). 

These health care delivery issues combine to ex- 
acerbate the fragmentation that accompanies most 
other service delivery for children and families. It 
is a common experience for families to find them- 
selves struggling to communicate about their child 
to schools and mental health, juvenile justice, and 
social service systems that do not communicate with 
each other (Koyanagi 1993). Funding for services is 
often designed along bureaucratically simple but 
clinically unrealistic lines of mutual exclusivity that 
can cause delays and increased morbidity for fami- 
lies seeking help (Cole 1993). 
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Against this backdrop of increasing frustration 
on the part of family members and providers, as well 
as alarm voiced by advocates at growing numbers of 
youths in hospitals or placed out of home, a consen- 
sus emerged that there must be a better way to re- 
spond to the needs of children and families (Knitzer 
1982). Beginning with the federally sponsored Child 
and Adolescent Service System Program, or CASSP, 
in 1984 (Stroul 1986), and aided by the Robert Wood 
Johnson Foundation’s Mental Health Services Pro- 
grams for Youth, or MHSPY, in 1988 (Saxe 1998), 
multiple initiatives have been launched across the 
USA to demonstrate the added value of intensively 
coordinated care, organized around family needs 
and based on existing strengths. The most success- 
ful of these initiatives have been founded on the so- 
called CASSP Principles (Stroul 1986), outlined be- 
low in O Table 4.1. In fact, the degree to which the 
programs are consistent with these principles ap- 
pears directly related to their sustainability (Koya- 
nagi 2000). 



The knowledge base underpinning child and 
adolescent systems of care has grown over the 15 
years since its inception. There appear to be four re- 
lated but distinct phases of knowledge development 
that have contributed to what is now understood as 
»Child and Adolescent Systems of Care«. 



4.2.2 Phases of Knowledge 
Development 



4.2.2. 1 Phase I: Infrastructure 

Initially, there was the realization, so well articulated 
by Jane Knitzer, that large numbers of children in 
need were going without services, and that what ser- 
vices were available were being delivered in isolation 
from each other. The CASSP movement, supported 
by generous federal Child Mental Health Service Ini- 
tiative grant dollars, encouraged better coordination 
and communication between service providers and 



□ Table 4.1. Values and principles for the systems of care 
Core values 

The system-of-care should be child centered and family focused, with the needs of the child and family dictating 
the types and mix of services provided 

The system-of-care should be community based, with the locus of services as well as management and decision 
making responsibility resting at the community level 

The system-of-care should be culturally competent, with agencies, programs, and services that are responsive 
to the cultural, racial, and ethnic differences of the populations they serve 



Guidelines 

Children with emotional disturbances should have access to a comprehensive array of services that address the 
child's physical, emotional, social, and educational needs 

Children with emotional disturbances should receive individualized services in accordance with the unique needs 
and potentials of each child and guided by an individualized service plan 

Children with emotional disturbances should receive services within the least restrictive, most normative environ- 
ment that is clinically appropriate 

The families and surrogate families of children with emotional disturbances should be full participants in all aspects 
of the planning and delivery of services 

Children with emotional disturbances should receive services that are integrated, with linkages between child-serving 
agencies and programs and mechanisms for planning, developing and coordinating services 
Children with emotional disturbances should be provided with case management or similar mechanisms to ensure 
that multiple services are delivered in a coordinated and therapeutic manner and that they can move through the 
system of services in accordance with their changing needs 

Early identification and intervention for children with emotional disturbances should be promoted by the system- 
of-care in order to enhance the likelihood of positive outcomes 

Children with emotional disturbances should be ensured smooth transitions to the adult service system as they 
reach maturity 

The rights of children with emotional disturbances should be protected, and effective advocacy efforts for children 
and youth with emotional disturbances should be promoted 

Children with emotional disturbances should receive services without regard to race, religion, national origin, sex, 
physical disability, or other characteristics, and services should be sensitive and responsive to cultural differences 
and special needs 
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related agencies and institutionalized awareness that 
communities needed a responsive and responsible 
»infrastructure« within which to provide services. 
The degree to which grant applicants were consistent 
with the CASSP principles often guided decisions re- 
garding funding support and subsequent growth and 
development of community-based infrastructures to 
deliver services to children and families. 

4.2. 2. 2 Phase II: Wraparound 

Overlapping in time with the CASSP initiatives and 
sharing, as well, an origin in the community psy- 
chiatry efforts of a decade earlier, the consumer 
movement within mental health gained momentum 
and forever changed how patients and families were 
viewed by mental health professionals. For children 
and youths, the emergence of the necessity of »fam- 
ily friendly« interventions contributed to the devel- 
opment of individualized services and supports 
known as the wraparound process (Vandenberg 
1996). The dissemination of this process, which em- 
phasizes identification of needs across a set of life 
domains and the use of child and family strengths 
in building interventions, continues to influence 
the design of systems of care across the USA. An 
adaptation of the life domain concept developed 
by John Vandenberg is displayed in O Fig. 4.1 (Van- 
denberg 1998). 




D Fig. 4.1. Strengths and needs assessment across child 
and family life domains. Phase III: Blended Funding/Shared 
Governance 



4.2.2.3 Phase III: Blended Funding/ 

Shared Governance 

The Mental Health Services Program for Youth ini- 
tiative, privately funded via the Robert Wood John- 
son Foundation (RWJF) and the Washington Busi- 
ness Group on Health (WBGH), took the CASSP pi- 
lot efforts a step further in an effort to accomplish 
the development of local systems of care that did 
not depend on infusions of federal grant dollars. 
As the CASSP principles and the wraparound pro- 
cess became better known, the idea that existing 
dollars could be redirected to create and sustain 
such systems of care was jointly promoted by RWJF 
and WBGH (Cole 1993). The concept of blended 
funding across categorically distinct state agencies, 
which required collaboration and shared commit- 
ment to achieve, launched a new series of state 
and local pilot programs and the beginnings of a re- 
search base on cost effectiveness (Saxe 1999). The 
RWJF MHSPY experience, in turn, influenced the 
administration of the federally funded CMHS sys- 
tems of care grant sites for children. Several of these 
former grant sites now rely on funding from multi- 
ple public agencies, including Medicaid; examples 
include Santa Barbara, Vermont, Stark County, 
»Wraparound Milwaukee« and Maine (see Koyanagi 
2000, for full list). RWJF and the Washington Busi- 
ness Group on Health next chose to fund twelve 
»MHSPY-replication« sites in 1997. All were to be 
value-based on CASSP principles, use the wrap- 
around process, develop a blended funding process 
across child serving agencies and deliver services 
via managed care (Grimes 2001). Two of these sites 
have grown and are now sustained via existing state 
agency budgets: one, the »Dawn Project« in Indiana, 
after five years of federal CMHS dollars now uses 
braided funding across several state agencies; the 
other, »Massachusetts-MHSPY« in Massachusetts, 
was never funded by CMHS but went directly to 
blended funding from its five major stakeholder 
state agencies to create a comprehensive capitation 
rate (Pires 2002). 

O Figure 4.2 is a visual representation of the pos- 
sible areas of responsibility and sources of funding 
that a child in major difficulties may have. Examples 
of current ways the dollars may be being spent are 
included. The clinical care managers within the sys- 
tem-of-care, working closely with the family, may 
choose to maintain those same services (i.e., hospi- 
tal) and just pick up the cost, or may choose to re- 
allocate resources (i.e., from individual therapy to an 
after-school program) depending on the child’s 




38 Chapter 4 • Systems of Care in North America 




O Fig. 4.2. Child and family mental health system of care 



needs. In an ideal scenario, the agencies or stake- 
holders involved combine resources but retain their 
mandates and participate in a collaborative, shared 
governance over the system-of-care that offers the 
opportunity to influence and inform policy deci- 
sions. Together they are able to make more of a dif- 
ference in a child’s life than any single entity, mindful 
of financial and categorical constraints. 

4 . 2 . 2.4 Phase IV: Integrated Care 

Despite close to twenty years of USA government 
spending on first CASSP then CMHS grants to pro- 
mote child mental health systems of care, efforts to 
evaluate the results have proven controversial (Burns 
1990; Bickman 1996; Friedman 1996). It has been 
necessary to establish distinctions between meth- 
odologies suited for individual clinical outcomes 
versus measures of systemic change. In addition to 
these issues, health care delivery has shifted repeat- 
edly, first to managed care, then to behavioral health 
carve-outs, during the same time that these systems 
of care were being initiated and evaluated. Finding 
appropriate baseline measurements, as well as rele- 
vant comparison populations have both been diffi- 
cult. Systems were clearly changing, care was being 
delivered in more »family friendly« ways, but the 
jury was still out on whether youths were actually 
clinically benefiting more from the new infrastruc- 
ture constructs. 



However, a unique effort since 1998 by the Men- 
tal Health Services Program for Youth in Massachu- 
setts is providing a new level of clinical outcomes in- 
formation which suggests a direct association be- 
tween involvement in the system of care and reduced 
risk of harm to self or others, use of substances and / 
or being placed out of the community. This system- 
of-care is the only one to include physical health 
care within the overall system, resulting in the inte- 
gration of medical, social, educational, mental 
health, and substance abuse care. Five years worth 
of outcomes information indicate that highly coor- 
dinated, actively integrated care delivery appears 
to be providing positive effects at the overall pro- 
gram level, as well as for the majority of individual 
children. The hypothesized effect modifier is contin- 
uity of intent«: an alignment of goals and interven- 
tions on behalf of a consistent mission determined 
by the family and processed using consensus meth- 
ods within the members of the child’s Care Planning 
Team (Grimes 2003). Crucial to this continuity of 
intent« is the resonance of shared mission through- 
out both administrative and clinical aspects of the 
system. There is high-level shared governance pro- 
vided by the stakeholder leadership within the 
Steering Committee, which determines the system 
policy and authorizes funding. Next, there is a layer 
of operational and implementation support pro- 
vided in the Area Level Operations Team by the local 
system partners who control immediate resources 
and supply the referrals into the system. At the front 
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Note : PAL = Parent Advocacy League; DMH = Department of Mental Health; DOE = Department of Education; DYS = Juvenile Justice; DSS = Child Protection; 
DMA = Medicaid; DPH = Department of Public Health; Schools = local school districts. 

D Fig. 4.3. Massachusetts MHSPY System of Care 



lines, change is mediated by the individual Care 
Planning Team (CPT), which is formed around the 
family and includes both professional providers 
and nonprofessionals chosen by the family. This team 
first identifies strengths and needs for each child. 
Next, the CPT builds an individualized mission, de- 
termines the goals, based on needs, to support the 
mission, and builds interventions to support the 
goals, using existing strengths. Measurement and ac- 
countability permeate the entire system and every 
goal’s progress is documented on a monthly basis. 
Multiple standardized instruments to determine 
child and family functioning are used, as well as 
tracking of all expenses and service types. The out- 
comes, both clinical and administrative, are reported 
at regular intervals by the system-of-care back to the 
stakeholders and purchasers of the care, as well as to 
the consumers and providers. This information sup- 
ports continuous quality improvement and the op- 
portunity to study the effectiveness of selected inter- 
ventions at both individual and aggregate levels. An 
illustration of the way this integrated system-of-care 
example functions is provided in O Fig. 4.3. 

SAMHSA, the U.S. Substance Abuse and Mental 
Health Services Administration, recently released a 



report consistent with the findings of the Massachu- 
setts MHSPY program. The SAMHSA 2002 Report to 
Congress, Chapter Four, addresses the evidence base 
for an integrated system level approach to co-occur- 
ring disorders (substance abuse and mental health), 
for adults as well as children. It cites growing experi- 
ence within the USA and Canada regarding the 
added value of creating integrated systems, which 
the report concludes are superior to solely integrat- 
ing services. The importance of congruent policies, 
which support more comprehensive sharing of in- 
formation and existing resources, is stressed along 
with more coherent use of treatment goals and ex- 
pectations. Taken together, these system characteris- 
tics appear to be associated with improved out- 
comes (SAMHSA 2002). 

4.3 Systems of Care in Canada 



While Canada, which has national health insurance, 
functions very differently from the USA in some 
ways, such as the federal government has no direct 
service delivery role and there is universal access to 
care, health disparities remain (Sin 2003), and chil- 
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dren with mental health needs still challenge the sys- 
tem (Zachik 2003). Although for-profit companies 
have a far more minor role in Canada than in the 
USA, with managed care not really a factor, recent 
Canadian studies indicate that inpatient stays at child 
psychiatric wards have followed very similar declines 
in lengths of stay to those in the USA (Gloor 1993; 
Anderson 1997). The need to develop appropriate al- 
ternative community-based resources is a shared one 
throughout North America. The family voice neces- 
sary to contribute to the momentum of such commu- 
nity-based delivery systems is less overt in Canada, 
consistent with the lower profile of the consumer 
movement overall (Zachik 2003), but providers 
themselves have taken active advocacy positions ur- 
ging greater collaboration between the traditionally 
distinct psychiatric and community health service 
sectors (Lamontagne 1995). An Ontario study found 
that coordination and outreach, or »provider in- 
itiated proactive comprehensive care«, resulted in en- 
hanced clinical improvements, as well as cost reduc- 
tion (Browne 2001). In an earlier multisite study with 
nine sites, »a recurring pattern of equal or better cli- 
ent outcomes and lower expenditures was associated 
with well-integrated proactive community services 
when compared to individual, fragmented, reactive 
community approaches to care« (Browne 1996). Even 
in Ontario, however, which has the benefit of an in- 
tegrated provincial ministry in contrast to much of 
the rest of Canada, collaborative efforts at the local 
level are fraught with barriers very similar to those 
faced by system-of-care proponents in the USA. De- 
spite national health insurance which seems so tan- 
talizing to many system-of-care advocates in the 
USA, Canada struggles with its own multiple bureau- 
cracies. Canadian health policy experts, Wade Junek 
and Terry Russell, suggest that the three levels of gov- 
ernance (federal, provincial, and territorial) plus the 
nine different service organization types represent 
almost insurmountable barriers to implementing a 
true system-of-care for children and families as en- 
visioned in the CASSP principles (Zachik 2003). 
Mandates and funding mechanisms are so divided, 
even with universal access, that parallel systems 
for treating children with mental health needs exist 
simultaneously within pediatric settings, adult psy- 
chiatric settings, child welfare, young offender (juve- 
nile justice) settings, and local schools. Various pilot 
attempts to organize services differently for children 
and families have occurred in several provinces, no- 
tably Nova Scotia, Ontario, Manitoba, and British 
Columbia, but Junek and Russell report that none ap- 
pear to have had the multilayer administrative and 



operational support (continuity of intent) necessary 
for sustainability and subsequent success (Zachik 
2003). 



4.4 Conclusions 



Related institutional and political barriers, in both 
the USA and Canada, have blunted efforts to address 
the broader sources of morbidity from a public 
health perspective, even for adults, and even within 
traditional medical spheres, such as cardiac out- 
comes. The compelling concept of »social capital«, 
with its implications for improving the health of 
populations, has its advocates in both countries (Lo- 
mas 1998; Kawachi 2000). These advocates suggest 
that by building up the social and financial health 
of vulnerable families and communities, increasing 
their political voice and self-efficacy, the physical 
and mental health status within the population will 
also be improved. Social capital is a congruent con- 
cept with the comprehensive, wraparound approach 
taken within systems-of-care, where strengths are 
key to building interventions that will successfully 
meet needs. Recognizing that some outside of these 
programs might view this as »pie-in-the-sky« philo- 
sophy, systems-of-care advocates urge that scientific 
measurement be stepped up and given more weight 
in institutional policy and resource decision mak- 
ing. Across North America and Canada, »usual 
care« outcomes for children’s mental health are un- 
derstudied and underreported. Governments and 
policy makers often function in the dark regarding 
the cost-effectiveness of prevailing treatments and 
programs, and unified cost accounting, even in Ca- 
nada, is not available for » episodes of care« that 
cross designated delivery systems. Yet, as indicated 
above, multiple studies exist documenting improved 
clinical outcomes and reduced cost via implementa- 
tion of truly integrated systems of care. Individual 
advocates can continue to work on creating more pi- 
lots, with varying success in recruiting appropriate 
authority and an appropriate knowledge base or 
child mental health stakeholders can work together 
in a consensus process to establish a clear baseline 
of current results in »usual care« and actively define 
desired improvements with specified measures and 
a process for achieving them. The latter would re- 
quire sustained political commitment, but would al- 
low significant, large scale system improvements to 
be made that would be data driven, inherently 
accountable, clinically and financially, and ulti- 
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mately bring hope for real change to both providers 
and the children and families they serve. 
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5.1 Introduction 



From Rio Bravo to Patagonia, Latin America covers 
a geographical area of over 22 million square kilo- 
meters (Rojas-Malpica 1998), and embraces a popu- 
lation of over 500,000,000 people. It would certainly 
be erroneous to draw a monolithic conceptualiza- 
tion of the status of child mental health and psychia- 
try across Latin America, since there is a wide vari- 
ation of circumstances among different countries 
within the region. These circumstances include eth- 
nic composition, macro-economic achievements, 
political structures and stability, social organization 
and the nature of the government control upon 
mental health services, degree of urbanization, 
and political and civil unrest, among other vari- 
ables. 

Latin America is one of the most unfair world 
regions in terms of income distribution. Some stud- 
ies have suggested that approximately 10% of the 
population earns 90% of the total income, while 
90% of the population survives with 10% of the total 
income (UNESCO 1984). Huge economic problems 
in the last two decades have produced a significant 
reduction of the middle class and a tremendous de- 
crease in investments in social and health programs 
in Latin America (Selle 1997). For the most part, La- 



tin American countries face serious problems of 
health with infectious diseases and problems of liv- 
ing, such as malnutrition and poverty running ram- 
pant among a high percentage of the total popula- 
tion (Belfort 2002). The Pan American Health Orga- 
nization (2001) has estimated that every year in the 
Americas more than 250,000 children less than 5 
years of age die from illnesses that can be easily pre- 
vented, such as acute respiratory infections, diar- 
rhea, and malnutrition. 

From the psychosocial point of view, children in 
Latin America face an enormous number of risk fac- 
tors. Poverty, forcing a vast number of children to 
live out in the streets, predisposes these children 
to become involved very early in their lives in drug 
use, crime, violence, and unprotected sex, with ser- 
ious consequences for their health in general and 
mental health in particular (Inciardi and Surratt 
1998). These children clearly demonstrate signifi- 
cantly lower developmental appropriateness, self-es- 
teem and social skills scores than children from 
poor families that are able to stay home (Rohde et 
al. 1998). 

Another important source of mental suffering 
for the population in the region has been the social 
and political unrest, especially in some countries 
such as Colombia. In this regard, an estimated num- 
ber of 6,000 to 14,000 children take part in armed 
conflicts in Latin America and more than 10,000 
children are an active part of the army in Paraguay 
(Belfort 2002). The impact of stress upon the mental 
health of children exposed to the counter-insur- 
gency policies of some South American govern- 
ments has been well documented (Hjern et al. 1991). 

Any effort to understand systems of care in 
South America should be understood in this con- 
text. First of all, it is important to emphasize that 
systems of care for children and adolescents include 
several different domains, such as health, social ser- 
vices, education, and justice/protection of civil 
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rights. This chapter aims to present a critical review 
of the literature on a specific part of one of these do- 
mains, the systems of care for child and adolescent 
mental health in South America. To accomplish this 
task, a systematic review of the literature was per- 
formed. Three data sets were assessed: PubMed, 
Psychinfo, and Lilacs (Latin American Literature 
on Health Science). References were searched using 
the following words: child psychiatry, child psychia- 
tric services, child psychiatric care, child mental 
health care, and child mental health services. Only 
papers describing data from countries in South 
America (Argentina, Bolivia, Brazil, Chile, Colom- 
bia, Equator, Guyana, Paraguay, Peru, Suriname, Ur- 
uguay, and Venezuela) were included. We assessed 
all articles published in Portuguese, English, and 
Spanish in the last fifteen years. This search resulted 
in 34 papers; all of them were reviewed. References 
mentioned in those papers were also reviewed. In 
addition, some experts from those countries were 
contacted and asked to provide a brief description 
on: (a) historical background of the field in their 
country, (b) epidemiological studies on child mental 
health disorders in their country, (c) structure, orga- 
nization, and theoretical orientation of services in 
their country, and (d) unmet needs. Finally, the 
manuscript was reviewed by three senior child psy- 
chiatrists who are leaders in the field in South 
America. 



5.2 Historical Background 



It is important to note that child psychiatry in the 
majority of South American countries is a very 
young field and some of the pioneers are still alive 
and productive. For instance, the first inpatient ser- 
vice for children resembling those seen today was 
created in Brazil only in 1929. This was a division 
inside an adult psychiatric hospital in Sao Paulo, 
where mainly children with mental retardation were 
seen (Assump^ao 1995). In Peru, the first child neu- 
ropsychiatric outpatient facility was created as part 
of a general hospital in 1918 and an inpatient unit 
was opened only in 1938 (Mariategui 1990). Thus, 
the roots of the field in South America, as in some 
developed countries, are strongly associated with 
the care of mentally retarded children. 

In addition, there was a strong connection be- 
tween the roots of child psychiatry and mental 
health disciplines in the continent with pediatrics. 
For instance, Professor Prego e Silva, one of the pio- 



neers of child psychiatry in South America, devel- 
oped the medical-psychological polyclinic inside a 
pediatric hospital in Uruguay during the 1940s 
(M. Cherro, personal communication). 

The most prominent theoretical background for 
child mental health in South America was psycho- 
analysis. During the Second World War, several psy- 
choanalysts left Europe and came to South America 
where they established the roots of child psychoanal- 
ysis and child psychoanalytic psychotherapy on the 
continent (Biermann 1973). 

Although psychoanalysis continues to be a rele- 
vant framework for child mental health in South 
America, the last 15 years were marked by the in- 
crease of a more integrative model of thinking in 
several countries where a bio-psycho-social model 
emerged (Marimon 1999). In this regard, modern 
concepts of child psychopathology and psychiatric 
nomenclature, biological psychiatry, family therapy, 
and cognitive-behavior therapy have been exten- 
sively incorporated in the way of understanding 
child mental health problems at least in University 
centers (Rohde et al. 1999). Even so, cultural aspects 
of understanding continue to defy the establishment 
of a more integrative way of conceptualizing mental 
disorders and their approach on the continent. For 
instance, the split between brain and mind tends 
to be great in Latin cultures. Moreover, families have 
difficulties accepting any role for brain dysfunction 
in emotional problems. Thus, it is not surprising 
that psychopharmacologic interventions are less de- 
veloped and accepted in our environment (Belfort 
2001 ). 



5.3 Epidemiology 



As stated by Bird (1996): »One of the principal goals 
of psychiatric epidemiology is to determine the 
rates and distribution of child and adolescent psy- 
chopathology. Epidemiological data are useful for 
both administrative and descriptive purpose. These 
data provide a scientific basis for appropriate mental 
health planning (p. 35) ». 

Unfortunately, we were not able to find studies 
addressing mental health problems that have taken 
advantage of representative national samples in 
any South American country. The few studies found 
in the literature were conducted with at most re- 
gional samples and/or addressed specific mental 
health problems like Attention Deficit/Hyperactivity 
Disorder (ADHD; see for example, Bralic et al. 1987 
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or Rohde et al. 1999). It is important to note that re- 
sults of studies conducted in school, clinical, or pri- 
mary care settings should be considered cautiously 
in South America, where many children do not go 
to school and the access to health treatment is 
highly determined by social class. Thus, any conclu- 
sion on the global prevalence of child mental health 
disorders in South American countries should be 
considered an estimate. 

In addition, most of the epidemiological investi- 
gations conducted in these countries have used in- 
struments from developed countries without ade- 
quate cross-cultural validation. Although some child 
psychiatric disorders (mainly those with a clear bio- 
logical basis) may have a similar clinical presenta- 
tion in cultures from developing countries to the 
one described in developed countries (Rohde 
2002), several child mental disorders suffer the im- 
pact of the cross-cultural context (Bird 1996; Ber- 
ganza et al. 2001; Fleitlich-Bilyk and Goodman 
2000). Thus, it is impossible to estimate the preva- 
lence of child mental disorders in South America 
based on rates from developed countries. 

The description of all epidemiological studies 
with regional samples and/or addressing specific 
child psychiatric disorders in South America is be- 
yond the scope of this chapter (for a comprehensive 
review, see Berganza et al. 2003). However, the anal- 
ysis of the available literature tends to suggest that 
10-20% of the child and adolescent population in 
the continent would be in need of professional child 
psychiatry services (Berganza et al. 2003). If these 
numbers reflect the reality, they are very close to 
what has been reported in developed countries (Bird 
1996; Richardson et al. 1996). 

It is important to note that very few children and 
adolescents needing psychiatric care were able to get 
it in those countries. Recently, a study conducted in 
Puerto Rico with 1,897 children and adolescents 
from 4 to 17 years of age documented that only 
3.6% of children with ADHD were receiving stimu- 
lants and 25% or less of those children received any 
school-based or psychosocial treatment (Bauer- 
meister et al. 2003). Although the study was con- 
ducted in a Latin American country, this reality is 
probably not different in South American countries. 

Recently, a very well-designed study was con- 
ducted to assess the prevalence of psychiatric disor- 
ders in children and adolescents from 7 to 14 years 
of age in a medium- sized city and its surrounding 
rural areas in the state of Sao Paulo, Brazil (Fleit- 
lich-Bilyk, 2002). In the first part of the study, in- 
struments [for screening: Strengths and Difficulties 



Questionnaire (SDQ); for diagnoses: Development 
and Well-Being Assessment (DAWBA). This instru- 
ment derives diagnoses according to ICD-10] were 
extensively evaluated to check their cross-cultural 
validity. In a second cross-sectional study, a two- 
stage sampling via school lists was used. A sample 
comprising 1,251 subjects was assessed, represent- 
ing 83% of those approached. The overall weighted 
prevalence rate of psychiatric disorders was 12.5% 
(95%CI = 9.6%-15.3%). disruptive behavior disor- 
ders (oppositional defiant disorder or conduct dis- 
order) were the most prevalent disorders (7%; 
95%CI = 5.1%-8.9%), followed by anxiety disorders 
(5.2%; 95%CI = 3.91%-7.9%). Lower prevalences 
were detected for both hyperkinetic disorder 
(1.5%; 95%CI = 0.6%-2.5%), and depressive disor- 
der (1%; 95%CI = 0.2%-1.9%). The overall weighted 
prevalence of mental disorders was significantly 
higher than the one found in Britain using compar- 
able measures (9.5%; Fleitlich-Bilyk 2002). 

In addition, Fleitlich-Bilyk (2002) documented 
significant differences in the prevalence of mental 
disorders according to the type of school 
(p = 0.005). A higher prevalence was detected in 
children from urban government-funded schools 
(serving low and very low-income families), fol- 
lowed by children from rural government-funded 
schools. The lower prevalence was found in children 
from urban private schools. These data suggest the 
importance of the social-economic context as a risk 
factor for child mental disorders in a developing 
country like Brazil. This is a neglected area of re- 
search in South American countries: the impact of 
risk and protective factors on prevalence rates of 
child mental disorders. 

In this regard, Graham and Orley (1998), de- 
scribing the position of the World Health Organiza- 
tion (WHO) on mental health of children, stated: 
»Children whose parents are isolated, depressed, un- 
informed or misinformed about health and nutri- 
tion, or unskilled in child care, are obviously at 
much greater risk« (p. 271). In a study conducted 
in Brazil, the scores on the HOME, an instrument 
that measures the quality of the family environment, 
showed a higher impact than socio-economic in- 
dexes in a multiple regression model created to ex- 
plain the variance of child psychiatric morbid scores 
(Bastos and Almeida Filho 1991). Brook et al. (1998) 
assessed the pathways to marijuana use among ado- 
lescents in a mixed urban-rural sample from three 
cities in Colombia through a stratified sampling 
approach. They were able to document that adverse 
family factors, drug-prone personality characteris- 




5.4 • Services of Mental Health 



45 



5 



tics, and deviant peer groups were significantly as- 
sociated with marijuana use in adolescents. Adverse 
family factors were associated with the development 
of drug-prone personality characteristics, which 
were associated with the selection of deviant friends, 
which in turn was related to marijuana use. 



5.4 Services of Mental Health 



There is a scarcity of funding and infrastructure for 
child mental health services in South American 
countries. Thus, the majority of them are concen- 
trated in large cities either at University centers or 
inside the private system. Moreover, few, if any, of 
the South American countries have an effective na- 
tional plan or policy for child mental health (Orga- 
nizacion Panamericana de la Salud 1991). Conse- 
quently, initiatives are isolated depending most of 
the time on personal efforts and preferences (Fleit- 
lich-Bilyk 2002; Langdon et al. 1990). Thus, it is 
not surprising that an important part of the clinical 
work in those countries is addressed to severe and 
rare child mental disorders, or to intervention not 
supported by the modern » evidence-based medi- 
cines In addition, government-funded services tend 
to be quickly created and dissolved based on »who is 
in charge« at a particular time. 

Due to the lack of national policies for child men- 
tal health in South American countries, we were not 
able to find global data on the source of referral, fam- 
ily demographic factors, and diagnoses most fre- 
quently seen in child mental health services in those 
countries. Even so, some isolated reports tend to sug- 
gest that the majority of patients seen in those set- 
tings were referred either from schools or other 
health professionals like pediatricians and primary 
care workers (Linhares et al. 1993). However, a sub- 
stantial proportion of children are also taken to treat- 
ment spontaneously by parents in some settings (Re- 
cart et al. 2002). In the few reports on characteristics 
of patients seen in outpatient services, the most 
common diagnoses were: ADHD, conduct disorders, 
adaptive/reactive disorders, and emotional disorders 
(a category that includes anxiety and depressive dis- 
orders; Escobar et al. 1987; Falceto 2003; Recart et al. 
2002). Andrade et al. (1998) reported that psychotic 
disorders including schizophrenia, bipolar disorder, 
major depression, and pervasive development disor- 
ders were the most frequent diagnoses in the child 
and adolescent inpatient unit at the teaching hospital 
of the University of Sao Paulo, Brazil. The main di- 



agnoses at discharge for child and adolescent inpa- 
tients in the teaching hospital of the Federal Univer- 
sity of Rio Grande do Sul, Brazil from 2000 to 2001 
were mood disorders, conduct disorders, and eating 
disorders. The reasons for the difference in the prev- 
alence of the most-seen disorders between these two 
tertiary care centers in Brazil remain unclear, though 
it might be related to the specific interests of the 
team of child psychiatrists working in both settings 
(psychosis and pervasive development disorders in 
Sao Paulo; behavior and eating disorders in Porto 
Alegre). 

Despite the above-mentioned problems, it is im- 
portant to note that there are some well- organized 
child psychiatric services based on an integrative 
conceptual model in some South American coun- 
tries that might be considered centers of excellence 
even in developed countries. For instance, the child 
psychiatric service in the teaching hospital of the 
Federal University of Rio Grande do Sul (Porto Ale- 
gre) has outpatient, day care, and inpatient facilities. 
Patients initially evaluated in community health 
centers in the city of Porto Alegre are referred to 
the screening outpatient program of the service 
(► see □ Fig. 5.1 ). According to the evaluation there, 
they are referred to one of the outpatient programs: 
(a) child psychoanalytic psychotherapy, (b) sys- 
temic family therapy, (c) cognitive-behavior therapy 
(specific for ADHD cases), or (d) psychopharmaco- 
logical interventions. Specific research programs are 
also available for eating disorders and ADHD. Se- 
vere cases might be referred to the day treatment 
center or the inpatient unit. A team of seven child 
psychiatrists with diverse theoretical backgrounds 
coordinates different areas of the service. Taking ad- 
vantage of this infrastructure, a two-year residency 
program in child psychiatry is offered. Approxi- 
mately six child psychiatry residents from different 
parts of the country enter the program each year. 
Other examples are two child psychiatric services 
in Venezuela that are training areas for the graduate 
course on child psychiatry in the Universidad Cen- 
tral de Venezuela since 1986. The first is a pediatric 
consultation liaison psychiatric service inside a pe- 
diatric hospital and the second is a child psychiatric 
service inside a general psychiatric hospital that of- 
fers integrative outpatient and inpatient facilities (E. 
Belfort, personal communication). In addition, 
there is a University child psychiatric service in Ur- 
uguay where the integration of care, teaching, and 
research is also firmly pursued. This service is the 
base for the graduate course on child psychiatry. A 
strong emphasis exists on consultation liaison psy- 
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□ Fig. 5.1. Child and Adolescent Psychiatric Unit at the Federal University of Rio Grande do Sul 



chiatry with special attention to the community 
needs (M. Cherro, personal communication). 

In a joint effort, the WHO and the Pan-Ameri- 
can Health Organization conducted an interinstitu- 
tional meeting on child mental health in Washing- 
ton in 1993. The main objectives were to facilitate 
exchanges of experiences and to coordinate poten- 
tial cooperation for the development of a child men- 
tal health plan for Latin America. The final docu- 
ment from this meeting highlighted that: »child 
mental health is a concept that transcends only psy- 
chiatric care, presenting its roots on the interplay of 
psychosocial factors, environment characteristics, 
economic factors, education, and cultural aspects« 
(Belfort 2002). Thus, it is important to note that 
child mental health services are not synonymous 
with child psychiatric services. In fact, the majority 
of child mental health services in South America do 
not have child psychiatrists. Although the descrip- 
tion of each of these services is beyond the scope 
of this chapter, it should be emphasized that isolated 
child mental health centers addressing specific pri- 
ority problems can be easily found in South Amer- 
ican countries. First, there are several efficient ser- 
vices devoted to the protection of children victim- 
ized by violence (e.g., physical or sexual abuse) in 
hospitals or inside the justice systems. Second, cen- 
ters to treat juvenile drug abuse or dependence are 
frequently found. Third, child services to deal with 
pregnant adolescents are not rare. Finally, nongo- 
vernmental organizations or advocacy groups to 
protect child civil rights can be found in several 
countries. However, the number of these child men- 
tal health care services is much lower than the need 
on the continent. 



In developing countries, models integrating 
child mental health in the schools and/or primary 
care settings are very appealing. However, few initia- 
tives in the field are described in the literature. For 
instance, a school-based program called »Growing 
Together« was implemented in Chile. This is a pri- 
mary drug abuse prevention program directed at 
teachers and teenagers (Langdon et al. 1990). In ad- 
dition, a program called »The teacher as a mental 
health worker« was created in Uruguay to train 
teachers to improve their ability to recognize mental 
health problems in school-age children (A. Gold, 
personal communication). Some university settings 
have also developed isolated school consultation 
programs where child psychiatrists provide psy- 
choeducational interventions, helping teachers to 
better recognize, understand, and manage students’ 
mental health problems. In addition, group dynamic 
concepts are reviewed with the teachers (for a com- 
prehensive discussion of these programs, see Bassols 
et al. 2003). Unfortunately, no evaluation of the ef- 
fectiveness of these programs is presented in the lit- 
erature. Recently, a very simple psychoeducational 
program to deal with drug problems in elementary 
school youngsters was developed and tested in 12 
schools in the capital of the southernmost state of 
Brazil (S.R Ramos, personal communication). The 
prevalence of tobacco, alcohol, and drug use was 
measured by a questionnaire developed by the 
WHO (SMART) in those schools. During 6 months, 
letters were sent (one every month) to parents from 
six of these schools addressing the following topics: 
(a) presentation of the project, the importance of 
partnership between parents and school to deal with 
drug problems, general health concepts, (2) the im- 
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portance of monitoring children and adolescents’ 
life during summer vacation, (3) specific needs 
and care for these age groups, (4) the role of adults 
and the importance of setting limits, (5) the identi- 
fication of problems, at risk students, and signs of 
alert, (6) the use and abuse of licit and illicit drugs. 
Two general meetings with parents in these six 
schools were conducted to discuss doubts and wor- 
ries at 3 and 6 months. In the other six schools, no 
intervention was implemented. The prevalence of to- 
bacco, alcohol, and drug use was reassessed at the 
end of the 6 months in the 12 schools. A significant 
reduction in the prevalence of tobacco use, and a 
trend for reduction in the prevalence of other sub- 
stances were only detected in those schools where 
the program was implemented. 

The high prevalence and the relevant associated 
repercussions of child mental disorders in the most 
poor regions of the continent clearly indicate the 
need to implement child mental health services in 
primary care settings. These services should give 
priority to the most frequent child mental disorders, 
those that might be treatable. The services have to 
integrate mental health professionals from the com- 
munity into the team to be effective (Fleitlich and 
Goodman 2002). In addition, a group of experts in 
a meeting organized by the Pan-American Health 
Organization in 1991 emphasized that child mental 
health services should be created in the context of 
horizontal community programs as part of tradi- 
tional general health programs, taking advantage 
of supportive social networks (Organizacion Pan- 
americana de la Salud 1991). In this regard, De la 
Barra and Escobar (1987) assessed the prevalence 
of child psychiatric problems in a sample of children 
and adolescents from primary care settings in Chile. 
Appointments having psychiatric problems as the 
main reason for evaluation represented only 0.02% 
of the total number of medical visits. Main diag- 
noses in these settings were ADHD, conduct disor- 
ders, emotional disorders, and enuresis. The low 
prevalence of detected child mental health problems 
suggests that primary care physicians are not well 
trained for recognizing mental health problems in 
children and adolescents. 

Taken together, these data seem to demonstrate 
the need to stimulate trained child psychiatrists to 
work collaboratively with schools and primary care 
providers in South American countries. Programs in 
these settings should aim to: (a) educate profes- 
sionals (teachers and primary care providers) to rec- 
ognize and manage most prevalent child psychiatric 
problems, (b) implement basic crisis management 



techniques to deal with simple family problems, 
(c) develop simple school and community programs 
where children and their parents can discuss issues 
related to self-esteem and quality of life, (d) provide 
care for the caretakers (support groups for profes- 
sionals), and (e) teach professionals when and how 
to refer the most severe cases. Finally, as described 
for developed countries, such programs should be 
frequently assessed for cost-effectiveness of the in- 
terventions (Bower et al. 2001; Fleitlich and Good- 
man 2002). 



5.5 The Role 

of the Child Psychiatrist 



According to the WHO, at least two child psychia- 
trists should work full-time for each 60,000 children 
and adolescents in the population (Escobar et al. 
1987). In South America, there is a scarcity of child 
psychiatrists. Most of the countries are very distant 
from this threshold. For example, the estimated 
number of child psychiatrists in Venezuela was 51 
in 1997 (Selle 1997). In Chile, there is an estimated 
85 child psychiatrists (Berganza et al. 2003). In ad- 
dition, the majority of these professionals are work- 
ing in huge urban areas. Thus, most experts in child 
psychiatry in South America indicate that either pe- 
diatricians, psychologists, or general psychiatrists 
are caring for the majority of children in need of 
mental health services. 

Child psychiatrists in South American countries 
are mainly involved in: (a) private clinical and/or 
psychotherapeutic outpatient work, (b) coordina- 
tion of multidisciplinary mental health teams, (c) 
teaching activities in university settings, or (d) con- 
sultation for other child medical specialties in inpa- 
tient settings. In this latter regard, they are re- 
quested to provide mental health assessment and in- 
terventions for sick children and/or their families, 
and support for the medical team (e.g., in neonatal 
or child intensive care units; Marimon 1999). The 
work in collaboration with other colleagues is very 
important in these countries. For instance, the con- 
sultation in pregnancy and post-partum clinics can 
be preventive in the sense that early mother-infant 
interaction problems can be recognized and man- 
aged, and puerperal depression can be early de- 
tected, avoiding future impact on child development 
(Hernandez et al. 2000). In this regard, a longitudi- 
nal study following 100 families from child birth to 
his/her second year of age in Canela, Brazil was able 
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to detect a positive screening score for maternal de- 
pression on the Beck scale in 30% of the mothers of 
this cohort. These findings suggest a high preva- 
lence of maternal depression in some populations 
from the continent (S. Celia, personal communica- 
tion). 



5.6 Training and Education 



For most developed countries in South America, for- 
mal child psychiatric training is performed at the lo- 
cal level, mostly in national universities. For those 
less developed countries, training of most specialists 
in child psychiatry takes place out of the country 
either in the United States, Europe, or Mexico. 

Argentina, Brazil, Chile, Uruguay, and Venezuela 
have local university-backed training programs for 
child psychiatrists. However, as far as we are aware, 
it is important to note that very few medical schools 
in South American countries have integrated child 
psychiatry or, at least, topics on normal child mental 
development as part of their curriculum. For in- 
stance, Assump^ao and Barbosa (1997) sent a ques- 
tionnaire to all Brazilian medical schools in 1993 (72 
schools) requesting information on the teaching of 
child psychiatry. The rate of response was low 
(33%), probably reflecting the disregard either with 
the field or with research. From those schools that 
answered the questionnaire, only one had the disci- 
pline of child psychiatry or normal child mental de- 
velopment as part of its curriculum. Eighteen 
schools had some concepts of child psychiatry dis- 
cussed as part of other disciplines (e.g., general psy- 
chiatry), but the mean length of time dedicated to 
child psychiatry in the curriculum was only 6.5 
hours in those schools. Thus, most students end 
medical school without any idea of how to differ- 
entiate normal child development from child psy- 
chopathology. Moreover, they are not even able to 
conduct simple psychoeducational interventions 
for mild family or child mental problems. However, 
there are some exceptions. The medical school at the 
University of Chile has a well-developed program on 
child psychiatry as part of its curriculum. Regarding 
general objectives, at the end of the program, the 
student should be able to: (a) recognize the psycho- 
social development according to different aspects, as 
well as its deviations; (b) recognize the most fre- 
quent psychiatric disorders in children and adoles- 
cents, (c) have basic knowledge of child psychophar- 
macology and environmental interventions, (d) rec- 



ognize the constant and dynamic somatic-psychic 
interaction with health and child disorders, and 
(e) understand the relevance of socio-cultural as- 
pects of child/juvenile mental health with emphasis 
on the national reality (Comision de Enlace de Pro- 
fesores de Psiquiatrfa 1994). In addition, the Brazi- 
lian Lutheran University has been developing an in- 
novative program for undergraduate students in the 
Medical School since 1996. Besides teaching the life 
cycle with emphasis on infancy, childhood, and ado- 
lescence from the very beginning of the curriculum, 
each student follows a child and his/her family from 
birth during the six years of the medical school. The 
program is based on frequent home visits (Escoste- 
guy and Celia 2003). 

The first formal child psychiatric training in 
Brazil began outside a University setting inside a 
private clinic (Leo Kanner) in 1968. To give a general 
sense on the scarcity of formal child psychiatric 
training inside Universities in South American 
countries, it is important to note that there were 
no more than three child psychiatric residency pro- 
grams in a huge country like Brazil in 2000 (Rohde 
et al. 2000). However, the majority of child psychia- 
trists on the continent, especially those in poor re- 
gions or situated far from large cities, are trained 
at local nonuniversity institutions by senior psy- 
chiatrists with limited experience in the treatment 
of children and adolescents. Although this is an in- 
termediate step still needed due to the lack of child 
psychiatrists on the continent, there are several risks 
in adopting this training strategy. The differentia- 
tion between normal characteristics of some devel- 
opmental phases and child psychopathology is a very 
complex task. The knowledge of normal child devel- 
opment is not a regular part of adult/general psychia- 
tric training. In addition, child psychopathology is 
profoundly influenced by the environment. Thus, 
the assessment of children and adolescents depends 
on adequate knowledge about family dynamics, 
which again is not part of the majority of adult/gen- 
eral psychiatric training. Moreover, children and 
adolescents tend to express their psychological suf- 
fering by nonverbal forms of communication. Thus, 
their assessment depends on the ability to integrate 
games, drawings, or dramatizations in the evaluation 
process. Finally, adult psychiatrist are not used to di- 
agnosing some child psychiatric disorders such as 
autism or separation anxiety disorders, and, more 
important, there are several significant differences 
in the effectiveness between child and adult psycho- 
pharmacological interventions (for a more compre- 
hensive discussion, see Rohde et al. 2000). 
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In those special cases where formal and univer- 
sity-accredited training programs for child psychia- 
try exist, the academic content and requirements are 
similar to the training programs in the United States 
or Europe. Thus, to be admitted to a child psychiatry 
training program, candidates must have completed 
at least two years of training in adult or general psy- 
chiatry. They have to fulfill an additional two-year 
residency in child psychiatry to finish their training. 
The academic content of these programs typically 
includes issues such as child development, child 
psychopathology, psychoanalytic psychotherapy, 
family psychotherapy, and child psychopharmacol- 
ogy (Berganza et al. 2003; Selle 1997). 

The clinical training in child and adolescent 
psychiatry usually includes the rotation of the resi- 
dent for variable periods of time through treatment 
centers for specific types of patients, such as outpa- 
tient divisions and consultation-liaison services in 
general hospitals, institutions providing care for ser- 
ious developmental disorders in specialized settings 
(e.g., mental retardation and autism), school consul- 
tation, and settings holding children with serious 
criminal behavior, such as those belonging to the ju- 
venile justice system (Berganza et al. 2003). 

The tremendous impact of the lack of adequate 
child psychiatric training in the continent might be 
demonstrated by a very provocative study con- 
ducted in Brazil. Assump^ao and Carvalho (1999) 
revised national data on hospital psychiatric mor- 
bidity according to ICD-9 criteria in children and 
adolescents (0-19 years of age) from 1992 to 1997. 
They found 2,120 children under 1 year of age with 
registered diagnoses of schizophrenia. 

5.7 Research Development 
and Future Perspectives 



We were able to find just one paper in the assessed 
literature describing research perspectives in a 
South American country (Rohde et al. 1999). There 
are very few well- designed investigations conducted 
by child psychiatrists on the continent. As the result 
of this situation, there is a scarcity of papers from 
South American investigators on topics of child 
mental health in international journals. The great 
majority of work published by our child psychia- 
trists can only be found in local journals tending 
to concentrate on isolated descriptions of the ser- 
vices provided to children, case reports, and chap- 
ters of books that describe theoretical issues related 
to the field. For instance, most graduate courses on 



medicine and those few specific for mental health in 
Brazil suggest that potential mentors for master de- 
gree students should have, besides a doctoral de- 
gree, a productivity in research documented by at 
least one paper published in an international jour- 
nal indexed by PubMed in the last 35 years. Cer- 
tainly, no more than 5-10 Brazilian child psychia- 
trists achieve this threshold. 

Although a comprehensive discussion on the 
reasons for this situation is beyond the scope of this 
chapter, some considerations might be relevant. 
First, there is a scarcity of resources for research 
in the majority of South American countries, mak- 
ing it very difficult to conduct studies on the conti- 
nent. Second, in general, child psychiatrists are 
either not trained in concepts of modern evi- 
dence-based medicine, or not sufficiently fluent in 
English (the majority of international journals re- 
quest papers in English). Third, since there is a scar- 
city of mentors (senior child psychiatrists doing re- 
search) in the field, young child psychiatrists do no 
have models of identification which are very impor- 
tant to stimulate them to pursue a research career 
(Rohde et al. 1999). 

Regarding future goals to be achieved, eight ma- 
jor tasks deserve to be more comprehensively devel- 
oped in South America: 

1. National policies for child mental health should 
be implemented in South American countries, 
based on well-designed national community 
child epidemiological studies. 

2. Diagnostic instruments and child psychophar- 
macological/psychosocial interventions derived 
from developed countries should be assessed 
for cross-cultural validity before their use or im- 
plementation. 

3. Programs addressing infant mental health that 
promote community mobilization and/or im- 
provement of social networks are mandatory 
for the continent. Special attention should be 
given to scientific analyses of the preventive role 
of interventions in this population. 

4. Child mental health services for special popula- 
tions like native Indians, children of refugees, 
street children, pregnant adolescents, aban- 
doned or victimized children should be sup- 
ported or implemented. 

5. Several other centers of excellence in child psy- 
chiatry should be created on the continent to al- 
low the development of child psychiatric resi- 
dency programs based on an integrative frame- 
work, instead of being compromised with one 
theoretical background. 
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6. The integration of child mental health profes- 
sionals in school settings and primary care cen- 
ters providing consultation-liaison for other 
professionals should be pursued. In this regard, 
mental health training for pediatricians must be 
a central part of this process. 

7. The exchange of experiences among child men- 
tal health professionals from all South American 
countries should be supported. In this regard, 
the participation of these professionals in repre- 
sentative institutions like the Latin American 
Federation of Child and Adolescent Psychiatry 
and Allied Disciplines (FLAPIA) should be en- 
couraged. 

8. An increase in research on different aspects of 
child psychiatry in the context of evidence- 
based medicine should be stimulated. 
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6.1 Introduction 



In an island roughly the size of the continental Unit- 
ed States, Australia has a population of approxi- 
mately 20,000,000, representing an increase of 13% 
since 1991. About 4,000,000 (20%) of the inhabitants 
were born overseas. Between 1995 and 2000, over 
400,000 permanent settlers arrived in Australia. 
Twenty percent of the population speak a language 
at home other than English, including Chinese 
(2.1%), Italian (1.9%), and Greek (1.4%) (Yearbook 
Australia 2001). 

Prior to World War II, the Australian population 
was almost entirely Anglo-Celt. Since then, there 
have been waves of migration from the UK, Europe, 



the Middle East, South-East Asia, and New Zealand. 
Following the dismantling of racist immigration 
policies in 1970, Australia has attempted to create 
a multicultural society, and to search for a new iden- 
tity. This process has not been without controversy. 

Australia is an affluent country, rich in natural 
resources and diversified in agricultural and pastor- 
al production. Its chief trading partners are Japan, 
South Korea, China, and the USA. As a result of 
the elimination of tariffs and subsidies during the 
1980s, the manufacturing sector is now very effi- 
cient: Australia’s current annual growth rate 
(3.2%) exceeds that of any other developed country: 
the Real Growth Domestic Product Index grew from 
90 to 130 in the last ten years. 

6.2 History 



Prior to the European settlement of Australia, it is 
estimated that the Aboriginal population was 

400.000. After the loss of its American colonies, 
the UK looked elsewhere for a place to send its un- 
wanted people. Between 1788 and 1840, about 
200,000 male and female convicts were transported 
to settlements in New South Wales, Tasmania, 
Queensland, and Western Australia. Victoria and 
South Australia were founded by free settlers. 

In 1851, gold was discovered in New South 
Wales, soon followed by finds in Victoria, Queens- 
land, and Western Australia. As a result, there was 
a rapid increase in immigration, the population 
more than doubling over the next 5 years. Between 
1800 and 1940, the Aboriginal population dropped 
to less than 100,000, as a result of dispossession 
and disease. Following World War II, the trend re- 
versed, and the Aboriginal population has risen to 

410.000. 

In 1900, the six sovereign states confederated, 
the Commonwealth of Australia was formed, and 
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the capital city of Canberra was established. By the 
outbreak of World War I the population was 
4,000,000. Australia suffered greatly during the De- 
pression of 1932-1939. During World War II, after 
the fall of Singapore, the Australian-American alli- 
ance was forged. Following 1945, industrial expan- 
sion demanded a liberalization of immigration pol- 
icies. Japan, from having been a mortal enemy 60 
years ago, has become Australia’s premier trading 
partner. 

6.3 Population Distribution 



Most of Australia’s population now lives along the 
eastern, south-eastern, and western seaboards, in 
cities that serve the productive hinterland. The larg- 
est cities are the capitals of the six states: Sydney, 
Melbourne, Brisbane, Perth, Adelaide, and Hobart, 
which have populations varying from 4,160,000 to 
200,000. Only 40% of the population live outside 
the capital cities (Yearbook Australia 2002). 

6.4 Health 



The leading causes of death in Australia are cancer, 
ischemic heart disease, and cerebrovascular disease. 
Mental illness causes 13% of the total disease bur- 
den, particularly alcohol and drug use disorders 
in males, and affective disorders in females (Year- 
book Australia 2002). The National Mental Health 
Strategy, formulated in 1992, is now in its third 
phase (2003-8; Australian Health Ministers 2003). 
This plan provides a framework for the moderniza- 
tion of public mental health services, and for the 
monitoring of the progress of the plan, particularly 
in regard to deinstitutionalization, consumer rights, 
the linkage of mental health services with allied 
health services, the promotion of mental health, pre- 
vention, primary care, and the evaluation of the 
quality and effectiveness of services. As a result, 
mental health services are now provided as part of 
mainstream health and community care. Particular 
emphasis has been placed on improved public policy 
planning, the reduction of risk factors for suicide, 
improved access to care, deinstitutionalization, 
community care, Aboriginal mental health, and 
the improvement of service integration. 



6.5 Health Funding 



The cost of health care has been reasonably well 
contained: it now amounts to 8-9% of the Gross Na- 
tional Product. The entire population is covered by 
Medicare, a public system introduced in 1984 and fi- 
nanced through the Federal Income Tax. About 45% 
of the population voluntarily supplement Medicare 
by subscribing to private health insurance for hospi- 
talization and ancillary services (Yearbook Australia 
2002). The balance between public and private 
health care ensures a high level of access to health 
care for all citizens; however, patients without pri- 
vate insurance may have to wait up to six months 
for elective surgery. The »gap« between fees charged 
by doctors and the health benefits paid by combined 
Medicare and private health insurance is a source of 
continual complaint. 



6.6 The History and Present 

Status of Child Mental Health 
Services 



Child psychiatry began after 1950, when a number 
of adult psychiatrists developed an interest in chil- 
dren’s mental health. Aside from a University of 
Queensland research chair in medical psychology 
to which John Bostock was appointed, there were 
no academic positions in the field until 1960. Bo- 
stock conducted research into psychological factors 
involved in enuresis and asthma. Winston Rickards 
developed the Department of Paediatric Psychiatry 
at the Royal Children’s Hospital, Melbourne. 

After initially training in general psychiatry in 
Australia, child psychiatrists originally went over- 
seas to the UK, Canada, or the USA in order to seek 
specialized training. During the 1960s, Julian Katz 
and Barry Nurcombe were appointed to academic 
positions in the Universities of Sydney and New 
South Wales, and cooperated to design a formal 
training program under the auspices of the New 
South Wales Institute of Psychiatry. In Queensland, 
Bert Phillips developed public community clinics 
in the only Australian state department which was 
separate from adult mental health services. Further 
academic positions were later opened in Melbourne, 
Adelaide, Brisbane, Perth, and Newcastle. The Uni- 
versities collaborated with the Royal Australian 
and New Zealand College of Psychiatry (RANZCP) 
to establish the Faculty of Child and Adolescent Psy- 
chiatry within the RANZCP. The Faculty determines 
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training standards, monitors the quality of each 
training program and its adherence to accreditation 
standards, and awards a Certificate of Training to 
candidates who have completed a formal two-year 
accredited training program. All child and adoles- 
cent psychiatrists who enter specialized training 
have already completed a two-year general medical 
internship and four years of training in general psy- 
chiatry, qualifying them to sit the examination that 
will allow them to become Fellows of the Royal Aus- 
tralian and New Zealand College of Psychiatry 
(FRANZCP). 

The recruitment and training of child and ado- 
lescent psychiatrists has been relatively slow. As a 
result, there are now only 350 trained child psychia- 
trists in the country, for a population of about 
5,000,000 under the age of 18 years (approximately 
1 : 14,286). Child psychiatrists work in public or pri- 
vate practice. Most private practitioners spend part 
of their work-week consulting to public child and 
adolescent inpatient units or community mental 
health services. 

Clinical psychologists, social workers, psychia- 
tric nurses, speech and language pathologists, and 
occupational therapists work predominantly in 
community mental health clinics. The greater num- 
ber have only Bachelor-level training, even though 
there are excellent programs for the training of clin- 
ical psychologists at the doctoral level, particularly 
in behavioral treatment techniques. Public clinic 
psychological practice is likely to advance when 
more highly trained staff become available. Increas- 
ingly, psychiatrists, psychologists and social work- 
ers are seeking advanced training in such areas as 
psychoanalysis, infant mental health, family therapy, 
and group therapy, usually through independent or- 
ganizations (e.g., the Melbourne Psychoanalytic In- 
stitute). Neuropsychologists have become increas- 
ingly prominent in collaboration with neurologists, 
and in the areas of personal injury litigation and re- 
habilitation following brain injury. 

6.7 The Epidemiology of Child 
and Adolescent Psychiatry 



A recent survey has been completed of 4,500 Austra- 
lian children aged 4-17 years, randomly selected 
from each state and from rural/urban locations in 
such a way as to reflect the demographic character- 
istics of the general population (Sawyer et al. 2001). 
The total prevalence of mental health problems was 
14.1%: 11.2% were diagnosed as having ADHD; 3% 



as having Mood Disorder; and 3% as having Con- 
duct Disorder. The more disturbed the child, the 
greater the adverse impact on family, school perfor- 
mance, and peer relationships, and the more likely 
the child to be involved in behavior (e.g., suicide, 
impulsive sexual activity, or drug use) dangerous 
to health. Only 50% of the most disturbed children 
had attended any medical, mental health, or educa- 
tional counseling service in the previous six months, 
and only 17% had attended a mental health clini- 
cian. Family doctors, pediatricians, and school 
counselors were the most-often-attended practi- 
tioners. This study draws attention to the adverse 
social consequences of mental ill health and serious 
problems in regard to the availability, accessibility, 
and coordination of mental health services. 

6.8 The Spectrum of Mental 
Health Services 



Mental health services are conceptualized ideally as 
an integrated spectrum of emergency, inpatient, 
partial hospital, residential, in-home, outpatient, 
school-outreach, preventative, and juvenile justice 
services, coordinated with educational, child protec- 
tion, pediatric and family practice services. In fact, 
inpatient services for children and adolescents are 
patchy in distribution; there are few partial hospital, 
residential, and in-home services; and the sharing of 
care with pediatricians and family practitioners 
(who generally have had little training in child men- 
tal health) has only recently begun. 

6.9 Problems 



Predominant among the problems faced by child 

and adolescent mental health are the following: 

1. Inadequate funding for public mental health ser- 
vices 

2. The resistance of adolescents to using mental 
health services 

3. The irrational separation between mental health 
and alcohol/substance abuse services 

4. The disastrous mental health of Aboriginal fam- 
ilies 

5. A lack of understanding of the needs of children 
in immigrant families 

6. The inadequate training of many nonpsychiatric 
mental health staff 

7. The relatively high prevalence of adolescent sui- 
cide 
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8. Long distances between rural patients and urban 
mental health services 

9. The paucity of emergency, residential, partial 
hospital, and in-home services 

10. Poor coordination with pediatrics, family prac- 
tice, and educational services 

11. Lack of funding for preventative programs 

12. The high prevalence of disruptive behavior dis- 
orders, anxiety/depression, eating disorders, 
and trauma spectrum disorders 

13. The need to assess the quality and effectiveness 
of services 



6.10 Recent Advances 



6.10.1 Training Innovations 



The inadequate training of allied mental health staff 
has been addressed in Queensland by the introduc- 
tion of the Professional Development Strategy. This 
manualized, problem-oriented learning program is 
designed for use in child and adolescent mental 
health services throughout the State. Training mod- 
ules have been completed concerning basic clinical 
problems, advanced clinical problems, consumer in- 
volvement, and clinical outreach services. In the 
modules concerning clinical problems, for example, 
an extended case history (provided on CD) is di- 
vided into four segments. After each of the first 
three segments, the group of clinician-learners is en- 
couraged by a designated trained facilitator to rec- 
ognize salient cues, assemble clinical patterns, gen- 
erate alternative categorical and dynamic explana- 
tory hypotheses, and decide upon the data they 
would like to collect to confirm or disconfirm the 
hypotheses. After the fourth segment, the group 
are asked to formulate a biopsychosocial diagnosis 
and design a goal-directed treatment plan. 

6.10.2 Services 



Telemedicine provides an opportunity for the tech- 
nical skills of diagnosis and treatment planning 
available in the major coastal cities to be shared with 
rural services which may be up to 1,500 kilometers 
distant from their sources of consultation. Each rur- 
al center is associated with a central mental health 
service and a consultant child and adolescent psy- 
chiatrist. At regular, scheduled times the rural ser- 
vice presents a problem case via telemedicine screen 



to the psychiatrist, for consultation concerning diag- 
nosis or treatment. Family therapy has been con- 
ducted, as a demonstration, via telemedicine. Since 
over 150 different telemedicine terminals are dis- 
persed throughout Queensland, for example, this 
service is readily available to supplement in-person 
consultation visits. 

Concern about the effectiveness of mental health 
services prompted the preparation of a monograph 
(Bickman et al. 1999) in which the conceptual basis 
of outcome measurement is reviewed, the attitude of 
clinicians and consumers to measurement is sur- 
veyed, and existing instruments for outcome mea- 
surement are analyzed. Three modules for develop- 
ment were recommended: a Baseline-Follow-up 
Module (for service effectiveness); a Background 
Module (for diagnosis); and a Concurrent Module 
(for the monitoring of treatment progress). Re- 
cently, the Commonwealth government has decided 
to develop Baseline-Follow-up measurement in col- 
laboration with the States, using instruments origi- 
nally designed in the UK: the Health of the Nation 
Outcome Scale-Child and Adolescent (HONOSCA; 
Gowers et al. 2000) and the Strength and Difficulties 
Questionnaire (SDQ; Goodman 1997). 

An innovative telephone counseling service, 
Kids Help Line, has proven very popular among 
Australian adolescents. In this service, trained clin- 
icians counsel children who call in crisis. Clients are 
allowed to remain anonymous if they choose. About 
2% of calls are related to suicidal ideation. 

6.10.3 Promotion and Prevention 



Between 1981 and 1996, the suicide rate among Aus- 
tralian males aged 15-24 years rose from 19.3 to 25.7 
per 100,000, placing Australia fifth in order behind 
New Zealand, Norway, Switzerland, and Canada 
amongst countries that keep reliable suicide statis- 
tics. Suicide rates among females the same age did 
not increase. The prevalence of suicide among 
Aboriginal and rural youth, in particular, prompted 
the design of a National Action Plan for Suicide Pre- 
vention (National Advisory Council for Youth Sui- 
cide Prevention 1998). Suicide was related to so- 
cio-economic disadvantage, limited educational 
achievement, indigenous communities, rural unem- 
ployment, homelessness, hopelessness, loneliness, 
and clinical depression. The problems has been ad- 
dressed in a number of ways: raising community 
awareness; encouraging communities to provide 
better community facilities for adolescents; control- 
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ling the availability of firearms; training school 
counselors and family practitioners to recognize 
mood disorder, assess the risk of suicide, and treat 
or refer children at risk; and improving the link be- 
tween emergency services and child and youth men- 
tal health services. 

The National Action Plan for Promotion, Pre- 
vention and Early Intervention for Mental Health 
(Commonwealth Department of Health and Aged 
Care 2000) defines promotion, prevention, and early 
intervention. The key strategic sectors for action are 
identified, outcome and process indicators specified, 
and linked initiatives identified for infants, toddlers, 
children, adolescents, and adults. Special attention is 
paid to rural communities, Aborigines, and Austra- 
lians from non-English-speaking backgrounds. 
Consumers, the media, and health professionals 
are identified as targets for strategic intervention. 
A national consultation for the promulgation of 
the Action Plan has been conducted (Parham and 
Rickwood 2003). 

6.10.4 Early Intervention 



McGorry and Jackson (1999) have designed a sys- 
tem for the detection of and intervention in early 
schizophrenia, particularly in young adults. This 
program is being implemented in all States. 

The Australian Early Intervention Network (Da- 
vis et al. 1998) has published a stocktaking of na- 
tional early intervention programs already imple- 
mented for infants, children, and adolescents, to- 
gether with a description of model projects (O’Han- 
lon et al. 2000) and recommendations for interven- 
tion in ADHD, anxiety disorder, and the perinatal 
period. 

6.10.5 Research 



Nurcombe et al. (2000) and King et al. (2000) have 
conducted experimental studies of the effectiveness 
of cognitive behavior therapy and family therapy in 
sexually abused children. Martin (e.g., Bergen et al. 
2003) studies the association between risk factors 
and suicidal behavior. McDermott (e.g., McDermott 
and Palmer 2002; McDermott, Batik, Roberts, and 
Gibbon 2002) studies children’s postdisaster re- 
sponse and eating disorders. Hazell (e.g., Hazell 
2003) studies mood disorder and hyperactivity. 
Tonge (e.g., Tonge 2002) and Einfeld (e.g., Einfeld 
and Tonge 1996 a,b) have collaborated in research- 



ing the prevalence of psychopathology in intellec- 
tually disabled children. Sawyer (e.g., Sawyer et al. 
2001) conducts epidemiologic studies and investi- 
gates the psychopathology of chronic physical ill- 
ness, building on an earlier epidemiologic survey 
(Zubrick 2000). Patton et al. (2000) have implement- 
ed the Gatehouse Project, aimed at promoting men- 
tal health through a mainstream secondary school 
curriculum. 

Spence (e.g., Spence, Sheffield and Donovan 
2003), Dadds and Barrett (e.g., Dadds and Barrett 
2001) have studied the prevention of anxiety, social 
phobia, and depression through school-based inter- 
vention. Prior (2003) studies autism spectrum dis- 
orders, toddler temperament, and the longitudinal 
predictors of psychological maladjustment in pre- 
adolescents (Prior, Smart, Samson and Oberklaid 
2001). 



6.11 Conclusion 



Australia has tackled the tyranny of distance and the 
paucity of rural consultation services by the intelli- 
gent usage of modern information technology. Prom- 
inent among the advances are the establishment of a 
National Mental Health Strategy and an emphasis on 
promotion, prevention, and early intervention. The 
vigorous research scene reflects the policies pro- 
moted by the National Mental Health Strategy. A na- 
tional mental health treatment outcome measure- 
ment program has commenced. 

Serious problems remain. There is a danger that 
the idealism of the National Mental Health Policy 
will not be matched by necessary funding. There 
is a strain between those who advocate prevention 
and those who favor improving treatment services 
for existing patients. 

Child and adolescent psychiatry has been domi- 
nated by adult psychiatry and pediatrics, not always 
benignly. Clinical psychologists and social workers 
are largely underskilled: incentives are required for 
postgraduate training. Alcohol and substance abuse 
services operate independently of child and adoles- 
cent mental health, and are dominated by treatment 
models designed for adults. Despite the full range of 
mental health services available in larger metropoli- 
tan centers, there are few residential or step-down 
facilities, outreach and in-home services, or thera- 
peutic foster homes. Though vigorously promoted, 
the concept of »shared care« with pediatricians, 
family practitioners, and school counselors is in 
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its infancy. Aboriginal mental health is a scandal of 
embarrassing proportions. 

Australia is a country in transition from being a 
minor player internationally to becoming a mid- 
range world power. Increasingly, it turns from Eu- 
rope to Asia for its trading partners, the immigrants 
it needs to ensure population increase, and its cui- 
sine. As the old Anglo-Celt traditions become less 
relevant, Australia struggles to design strategies ap- 
propriate for a multicultural society in a complex 
modern world. 
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7.1 Introduction 



It is only in recent years that some of the many 
countries in Asia have begun to actively develop 
child mental health and psychiatric services. The 
major reason is likely to be that it has not been long 
since western medicine, per se, was introduced to 
the region. It took even longer for the subspecialties 
like child psychiatry to be recognized as being 
needed and some adventurous young psychiatrists 
to go abroad for subspecialty training and come 
back to begin the service. This does not mean that 
children’s mental health services were not provided 
in these countries before western medicine was in- 
troduced. Professionals were available to intervene 
in children’s emotional and behavioral problems. 
In fact, pediatricians, family physicians, and other 
allied professions such as teachers and clergyman 
delivered services in their own way. 

In this chapter, a brief history of the develop- 
ment of child mental health services and the current 
status of child psychiatry and child mental health 
services in some selected countries in Asia are de- 
scribed. The availability and activities of the profes- 
sional organizations are reviewed and recommenda- 
tions for future development are presented. The se- 
lection of the countries included in this chapter was 
made purely by the availability of the data and infor- 
mation regarding the topics allocated for this chap- 
ter. These countries are more visible and somewhat 
more advanced in their professional activities, and 
by no means do they represent Asia as a whole. 
We will try to present the status of the remaining 
countries by drawing from the commonalities of 
the countries reported in detail. 



* For technical reasons no section on Taiwan could be in- 
cluded in this chapter. 
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7.2 Status and Needs of Child 
Mental Health/Child 
Psychiatry in Asia: Profiles 
of Selected Countries 



7.2.1 China 



7.2.1. 1 Brief History of Child Mental 

Health Services in China 

Child mental health services in China have been de- 
veloping since the 1920s, after the emergence of the 
children protection movement. From 1930 to 1949, 
child mental health services in China almost 
stopped because of the war with Japan and the civil 
war. The People’s Republic of China was established 
in 1949 and marked the beginning of the continued 
growth of child mental health services in China. 
Although Professor Tao Guotai started child psy- 
chiatry in China in the 1930s, the official work be- 
gan after liberation in 1949 with the opening of 
the first clinic of child psychiatry in the Nanjing Psy- 
chiatric Hospital in Jiangsu province. From 1950 to 
1980, other cities began to offer psychiatric outpa- 
tient departments for children and adolescents: 
Shanghai, Beijing, and Changsha in Hunan pro- 
vince; Chengdu in Sichuan province; Guangzhou 
in Guangdong province; and Shashi in Hubei pro- 
vince. During this time, professional work mainly 
concentrated on the diagnosis, treatment, and social 
rehabilitation of children with major psychosis, 
schizophrenia, manic-depressive disorder, organic 
psychosis, mental retardation, and Tourette’s syn- 
drome. Medication was used to treat both outpa- 
tients and inpatients. 

During the period of the Cultural Revolution in 
China, and before the 1980s, medication was the 
main treatment method in adult psychiatry as well 
as in child psychiatry, and only a very few child psy- 
chiatrists were practicing. 

Since the 1980s, child psychiatry in China has 
been making good progress. The China Mental 
Health Association (CMHA) was founded in 1986. 
The Professional Committee of Mental Health for 
Children (PCMHC) is a branch of the CMHA. The 
members come from a variety of professions related 
to child mental health services, such as: child psy- 
chiatry, child psychology, education, general medi- 
cine, and special education. The PCMHC holds a na- 
tional meeting every 2 years where participants can 
present their papers and exchange their experiences. 



7.2.1. 2 More and More Mental Health 
Problems of Children and 
Adolescents Were Demonstrated 

Since the end of the 1970s, China has opened and 
reformed itself for the world. More information 
has been exchanged with other countries. Psychosis 
is no longer the only diagnosis and treatment sub- 
ject, and a variety of mental health problems have 
become important work for child psychiatrists and 
mental health workers. 

Xin Ren’e et al. (1988-1989) conducted a survey 
of 24,013 children aged 4-16 in 22 provinces in Chi- 
na using the Achenbach Child Behavior Checklist 
(CBCL). The results showed that the prevalence of 
mental health problems was 11-22% (average 
12.97%). The main mental health problems were de- 
pression, somatic complaints, social withdrawal, 
and aggression. Around the same time, Professor 
Li Xuerong (Li 1990) presented his research regard- 
ing the incidence of child mental health in the Hu- 
nan province. The average incidence of mental dis- 
orders was 14.9% (O Table 7.1). 

In 1992, Xin Ren’e conducted another study, an 
epidemiological study of 3,000 children in Shanghai 
aged 4-5. No strong evidence emerged of a distinct 
psychopathology associated with children from one- 
child families, although there was a significant cor- 
relation between being an only child and having so- 
cial withdrawal problems. Delinquent behavior and 
hyperactivity were more frequent among boys, 
while somatic complaints, schizoid behavior, anxi- 
ety, and depression were more frequent among girls. 
A 4-year follow-up study of 433 children from the 
original group showed a marked increase in hyper- 
active syndrome. 

Du Yasong et al. (2001) conducted a study on the 
development of child and adolescent psychiatry 
from 1986 to 1999 in Shanghai. Mental health prob- 
lems diagnosed during this 15-year period are as 
follows, in the order of frequency: attention deficit 
hyperactivity disorder 50%, mental retardation 
11%, learning disorders 9.4%, emotional disorders 
5.5%, behavioral disorders 4.8%, tic disorders 
4.0%, psychosis 2.1%, autism 1.1%, and multiple di- 
agnoses 4.8%. A study on mental health problems of 
students in boarding high schools demonstrated 
that the prevalence of behavioral problems was 
11.2% in males and 10.2% in females; the prevalence 
of emotional problems was 16% in males and 10.5% 
in females, and learning disabilities were about 10% 
for the entire group (Du Yasong 1997). 
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O Table 7.1. Mental health problems of children aged 4-16 in Hunan province (1990) 





Emotional 


Behavioral 


Developmental 


Psychosomatic 




disorders 


disorders 


disorders 


disorders 


City 


1.12 


8.34 


7.55 


0.33 


Rural area 


0.93 


7.70 


11.11 


0.26 


Male 


0.67 


12.21 


10.49 


0.24 


Female 


1.48 


3.46 


6.97 


0.37 


45 years 


0.96 


1.14 


7.87 


0 


6-11 years 


0.77 


10.68 


11.32 


0.23 


12-16 years 


1.45 


7.18 


5.91 


0.49 



Although medication has been the most com- 
mon method of treatment in the past 15 years, in re- 
cent years several forms of psychotherapy such as 
family psychotherapy have been used to treat chil- 
dren and adolescents. The Chinese child and adoles- 
cent psychiatry/child mental health services have 
caught up significantly, as their socio-economic sta- 
tus has improved and their clinical experience has 
accumulated. 



7.2.1. 3 Status of Child Mental Health 

Services 

In China, there are only a few child psychiatrists in 
psychiatric hospitals, mental health centers, and 
general hospitals. There are 40 million children 
and adolescents in China, but there are less than 
100 child psychiatrists in all. The ratio of children 
to psychiatrists is 1 : 1,000,000 in China (1 : 4,000 in 
developed countries, such as in the United States). 
From the 1990s, teachers, pediatricians, and all doc- 
tors in child health care have shown an increasing 
interest in the field of child mental health services. 
Training courses and seminars have been offered 
from a variety of professional fields to introduce a 
range of treatment options. Regional and national 
continuing medical re-education programs are 
being offered, but currently only three medical uni- 
versities (Shanghai, Beijing, and Changsha in the 
Hunan province) offer a postgraduate degree in 
child psychiatry. 

Compared to 10 years ago, there is a greater 
awareness of the need for child mental health ser- 
vices among professional health workers and the 
general population. There is a very large deficit of 
professional health workers in child mental health 
services all over the China. The current organization 
of child mental health services is not enough to meet 
the needs of the population. Most trained health 



workers live in the largest cities (Shanghai, Beijing, 
Nanjing, and Changsha) or are associated with the 
teaching hospitals affiliated with medical universi- 
ties. The children and adolescents in rural areas 
are unable to receive services. 

China also lacks a supply of professional jour- 
nals devoted to the field of child mental health ser- 
vices and research. Currently, there are only two 
books (Modern Child Psychiatry, written by Li Xue- 
rong; and Child & Adolescent Psychiatry, written by 
Tao Guotai) available in Chinese. 



7.2.2 Japan 



7.2.2. 1 The History of Child and 

Adolescent Psychiatry in Japan 

In Japan, efforts to raise public awareness regarding 
childhood mental disorders and delinquency were 
already visible in the first two decades of the 
1930s. In the 1930s, child guidance clinics were 
opened in several universities, and child units were 
established in the National Kohnodai Hospital and 
Tokyo Metropolitan Umegaoka Hospital in the late 
1940s. In the 1950s, a child mental health unit was 
established in the National Mental Health Institute, 
and reports on cases of infantile autism and school 
refusal began to be published in Japan. In 1960, the 
Japanese Journal of Child Psychiatry and Allied Pro- 
fessions was first issued, and the Japanese Society 
for Child Psychiatry was founded (Founding Presi- 
dent: Prof. Hitoshi Murakami); the latter was re- 
named the Japanese Society for Child and Adoles- 
cent Psychiatry in 1983. 

In 1962, the Japanese Society became an official 
member of the International Association of Child 
and Adolescent Psychiatry and Allied Professions 
(IACAPAP). And in July 1990, the 12th International 
Congress of the International Association for Child 
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and Adolescent Psychiatry and Allied Professions 
(Organizing Committee Chairperson: Dr. Koichiro 
Shirahashi) was successfully held in Kyoto; it was 
the first congress of the Association hosted in Asia. 
Furthermore, the Japanese Society was instrumental 
in establishing the Asian Society for Child and Ado- 
lescent Psychiatry and Allied Professions (Founding 
President: Prof. Masahisa Nishizono), which held its 
1st International Congress in Tokyo in April, 1996. 

Movement to establish a chair of child psychia- 
try in the university medical schools started in the 
1970s. Although a proposal for the establishment 
of a new chair of child psychiatry was put together 
and submitted to the Science Council of Japan on 
18 February 1994, this has yet to be realized. More- 
over, in Japan, the term »child psychiatry« has yet to 
be recognized as an official label for a clinical de- 
partment. 

However, problems related to the minds of chil- 
dren have recently become a social issue in this age 
of rapid decline in the number of children, which, 
together with an increase in juvenile crime, has 
raised the demand for child and adolescent psychia- 
tric care drastically. New child and adolescent psy- 
chiatry clinics have begun to be established at uni- 
versity hospitals in the past few years, and programs 
for training child psychiatrists are becoming in- 
creasingly active. In 1998, a system of accreditation 
of specialists was implemented and 106 candidates 
have been accredited to date as specialists in child 
psychiatry, based on strict judgment of case reports, 
research papers, and contributions to society. 



7.2. 2. 2 Child Psychiatry and Child Mental 

Health Services 

Mental health services for children and adolescents 
are provided by a variety of professionals including 
child psychiatrists, general psychiatrists, clinical 
psychologists, school counselors, pediatricians, 
school teachers, and social workers. In fact, there 
are over 2,600 members of the Japanese Society 
for Child and Adolescent Psychiatry and Allied Pro- 
fessions; 55% of them are physicians, while 45% are 
paramedical professionals. 

However, one of the major problems is the wide 
difference in competency of child mental health 
workers. For example, while there are many compe- 
tent psychologists, there are equally as many incom- 
petent, unqualified psychologists. Even the psychia- 
trists seeing children and adolescents with mental 
health problems vary greatly in their level of clinical 



competency because up until recently there were no 
formal standardized clinical training programs in 
child psychiatry. It is only in the past few years that 
child psychiatry training programs and a qualifica- 
tion accreditation system have been initiated. So far, 
among the 1,000 psychiatrists who are seeing chil- 
dren and adolescents, 106 have been accredited as 
child psychiatrists. It appears that critical issues in 
the field of child psychiatry and child mental health 
are the lack of standardized, formal clinical training 
programs and qualification systems of clinical com- 
petency; this is also true for most clinical medical 
specialties and most allied professions as well. 
Therefore, the establishment of formal child psy- 
chiatry training programs at major university med- 
ical schools and the institution of a refined accred- 
itation system are urgently needed and are the major 
tasks of the Japanese Society of Child and Adoles- 
cent Psychiatry. 

7. 2. 2. 3 Major Mental Health Issues 

and Child Psychiatric Disorders 

Japan is unique in that it is the only developed na- 
tion among so many nations in Asia. Japan has suf- 
fered from economic depression for the past decade. 
However, it is still prosperous and enjoys all the 
benefits of an advanced, modern, high-technology 
country, but not without concomitant mental health 
problems, such as juvenile crime, suicide, drug 
abuse, social withdrawal, school nonattendance, 
school bullying, child abuse, and parental abuse 
(violence in the home by children). 

Like many developing countries in Asia, major 
child psychiatric disorders frequently diagnosed in- 
clude pervasive developmental disorders (particu- 
larly high-functioning PDD, Asperger syndrome), 
learning disorder, ADHD, eating disorder, depres- 
sion, and reactive attachment disorder, among 
others. 

Much effort has been made by many dedicated 
child psychiatrists to come up with culture-appro- 
priate treatment methods. 
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7.2.3 Korea 



7.2.3. 1 A Brief History of the 

Development of Child Mental 
Health Services 

The origin of child and adolescent psychiatry and 
child mental heath services can be traced back to 
Korean independence from Japan in 1945. A docu- 
ment from that time shows that the juvenile court 
house requested consultations from a psychiatrist. 
During and after the Korean Conflict of 1950- 
1953, the U.S. Military Medical Service introduced 
modern western medicine to Korea. Psychiatry 
was one of the areas that benefited; the needs of 
child psychiatry were advocated by a group of mili- 
tary psychiatrists. In 1958, Judge Kwon opened the 
Seoul Child Guidance Center, the first one of its 
kind. A group of psychiatrists, psychologists, educa- 
tors, and social workers were involved in this cen- 
ter’s activities. They imported the model from the 
United States and were active in providing psycho- 
logical tests and consultations, parent education, 
and other needed services. However, the child guid- 
ance movement did not continue for long, partly be- 
cause of the shortage of experts and qualified child 
psychiatrists on the team. Since then, the educa- 
tional/school psychologists have carried out most 
of the psychological services for emotional and be- 
havioral disorders, especially for school-aged chil- 
dren. In 1968, a couple of psychiatrists went abroad 
to the United States to receive formal child psychia- 
try training. Meanwhile, a group of psychiatrists 
were active in research on normal and delinquent 
adolescents. 

Formal child psychiatry services did not begin 
until 1980, when Professor K.M. Hong returned 
from the United States after finishing his general 
and child psychiatry training at the University of 
Washington, being board certified both in general 
psychiatry and child and adolescent psychiatry, 
and having served on the faculty at the University 
of Minnesota for 6 years. He immediately opened 
the first child psychiatry clinic and day treatment 
center for autistic children and established the first 
division of child psychiatry at the Seoul National 
University Hospital. He also started the Child Psy- 
chiatry Fellowship training program. Since then, 
many Korean child psychiatrists have traveled 
abroad for training and some qualified child psy- 
chiatrists trained in the United States have returned 
to run child psychiatric clinics at several university 
hospitals in Korea. 



The Korean Academy of Child and Adolescent 
Psychiatry was organized in 1983 and has escalated 
the development of child psychiatry/child mental 
health services. Currently, there are six child psychia- 
try fellowship -training centers. In 1996, the Korean 
Academy of Child and Adolescent Psychiatry set up 
the first board certification system. Now there are 
over 77 board-certified child psychiatrists, 48 board 
eligible, and 18 fellows in training. The Korean Acad- 
emy holds scientific meetings twice a year. It seems 
that child psychiatry in Korea is flourishing, most 
likely due to the availability of formal training centers 
as well as a board certification system. 

In 1990, the Korean Journal of Child and Adoles- 
cent Psychiatry began publishing its journal twice a 
year. Korean child psychiatry has done a great job 
promoting the awareness of child mental health 
problems, has conducted numerous public lectures, 
and has stimulated other professions to emerge and 
develop during the last 20 years. Special education, 
child psychology, medical social work, speech ther- 
apy, and other professions have grown a great deal. 
Korean child psychiatry has been active and suppor- 
tive in establishing the Korean Society of Autism 
and the Korean Association of Child Abuse and Ne- 
glect, which has contributed significantly to revise 
the Child Protection Act in 1999 and set up a nation- 
wide child abuse and neglect prevention centers. 
The Korean Academy of Child and Adolescent Psy- 
chiatry has contributed significantly to the founda- 
tion of ASCAPAP (Asian Society of Child and Ado- 
lescent Psychiatry and Allied Professions), which 
was established 1996. 

7. 2. 3. 2 Clinical Experience 

and Research Data 

Clinical experience of child psychiatry in Korea has 
demonstrated the existence of all disorders classified 
in DSM-IV and ICD-10. An analysis of outpatient 
visits to a major university revealed a variety of clin- 
ical diagnoses although anxiety disorder, ADHD, 
and pervasive developmental disorder are over-re- 
presented (Hong 1982). No systematic epidemiolog- 
ical study for the child population has been carried 
out. Instead, several prevalence studies were done 
on several different disorders: ADHD 7.6%, conduct 
disorder 3.8%, oppositional defiant disorder 4.2% 
(Cho and Shin 1994), autism 9.2/10,000 (Hong et 
al. 1999), and dyslexia among 3rd and 4th graders 
2.4% (Lee and Hong 1985). Overall, the prevalence 
of psychiatric morbidity among Korean school ado- 
lescents was 31% (Kim et al. 1983). No culture- 
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bound syndrome by strict definition could be delin- 
eated, although some of the emotional disorders are 
noted more in terms of frequency. For example, tic 
disorder, test anxiety, and severe forms of somatic 
symptoms are noted very frequently and seem to 
be related to stress due to a heavy emphasis on scho- 
lastic achievement. In lay terms, »senior high dis- 
ease« indicates that senior high students are victims 
of this endless pressure to study to get a high grade 
in order to enter a top-ranked college. One of the 
most disconcerting problems among adolescents is 
the high suicide rate (28/100,000) among adoles- 
cents; 4.4% of adolescents had a history of attempt- 
ing suicide (Juon et al. 1994). School bullying, in- 
cluding wang-ta, which is a kind of rejection and 
isolation of a student by peers (similar to ijime in Ja- 
pan), is very high (48%) and the extreme form of 
school violence is 3% (Kim et al. 2001). Another in- 
triguing form of adolescent violence is parent abuse 
by adolescents; the prevalence of which is 2.8% (Lee 
et al. 1997). Some of these adolescents do not have 
any other problems except they are very quiet and 
socially isolated, a condition similar to hikkigomori 
in Japan; violence is directed only to their own par- 
ents. There is a rapidly growing number of school 
dropouts and drug abuse cases as well. Most re- 
cently, a new form of behavioral addiction has 
emerged. More than 90% of adolescents are using 
the Internet and the prevalence of Internet addiction 
is reportedly 3.5% among Internet users (Whang et 
al. 2003). Internet addiction seems to serve various 
functions, such as: experimental relationships, 
searching for identity, a sexual outlet, and seeking 
help for depression and social isolation. The Korean 
Government set up a youth commission to protect 
adolescents from drug abuse, sexual exploitation, 
school violence, and obscene media. Many NGOs 
opened adolescent counseling centers and violence 
prevention centers. 

Another disconcerting problem observed in 
early developmental years is a sharp increase in 
the number of autistic-like children referred to child 
psychiatric clinics for diagnosis. They are definitely 
related to the lack of appropriate parental care and 
stimulation for their development; the majority of 
them meet the diagnostic criteria of reactive attach- 
ment disorders or pervasive developmental disor- 
der, not otherwise specified (PDD NOS; Youn and 
Hong 1995; Hong 1996; Shin et al. 1999). Early de- 
tection and intervention of child abuse and neglect 
and the establishment of nation-wide prevention 
centers are the significant achievements of a multi- 
disciplinary collaboration. 



Many of these problems and issues seem to be 
related to massive and rapid social changes that have 
been occurring in Korea for the past 30 years. Korea 
has gone through phenomenal economic growth, 
socio-political changes, and various forms of »wes- 
ternization« (including industrialization, urbaniza- 
tion, democratization, and family nuclearization). 
These drastic socio-cultural changes have affected 
every aspect of Korean society and appear to be as- 
sociated with many reactive, developmental, emo- 
tional, and behavioral disorders (Hong 1999). 



7.2.4 The Philippines 



7.2.4. 1 Child Mental Health Services of 
the Philippines - A Brief History 

The history of child mental health services in the 
Philippines can be traced to the formal establish- 
ment of the Philippine Mental Health Association 
(PMHA) on 15 January 1950. The Philippines, like 
many Asian nations, was in the process of recovering 
from the devastation of World War II. Concerned 
with the impact of this devastation on the mental 
health of the people, a group of well-meaning profes- 
sionals organized the first Mental Health Guidance 
Clinic in the country. They provided clinical services 
to both individuals and families. The clinic was 
modeled after the child and youth guidance centers 
existing in many parts of the United States at the 
time. Among the first beneficiaries of the guidance 
clinic were young children and adolescents brought 
in for help because of various behavioral and emo- 
tional disorders. Psychologists and adult psychia- 
trists saw these young people. There were no child 
psychiatrists in the country for many years to come. 

Complementing the work of the PMHA guid- 
ance clinic was a growing group of guidance coun- 
selors in grade schools and many high schools in the 
country. In the late 1960s the Philippine Guidance 
and Counseling Association was organized, expand- 
ing its scope over time to the college level and the 
work place. In the early years of the Association, 
many of the guidance counselors in the schools 
had no formal training in guidance and counseling. 
They were mostly well-meaning teachers pulled 
from the ranks because of their interest in the wel- 
fare of the youth. Over the years, both organizations 
have become more professional and nation-wide in 
range. 

The Philippine Mental Health Association has 
chapters in different parts of the country. They act 
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autonomously and initiate a variety of activities ad- 
dressing the mental health needs of their commu- 
nities. Although the initial thrust of the Association 
was to provide clinical services (through the Mental 
Health Guidance Clinics), the Association subse- 
quently recognized the primacy of prevention. It or- 
ganized the Education Information Service to spear- 
head the new focus of the Association: prevention, 
education, and information on mental health. This 
has become the primary program of the Associa- 
tion. As part of its advocacy program, the Associa- 
tion conducts mental health activities throughout 
the year, addressing mostly the mental health issues 
of children and adolescents. Among the most signif- 
icant of these activities are the Youth Life Enrich- 
ment Program (YLEP) and the Peer Facilitators 
Training. The YLEP runs workshop seminars for 
youth, focusing on enhancement of life skills. The 
modules that evolved over the years include: »Self- 
awareness and Interpersonal Relationships^ »Value 
Inculcation«, »Youth and Health«, »Youth as a Fam- 
ily Facilitator«, and »Life Skills Enhancement and 
Drug Abuse Preventions 

In 1992, a National Program for Mental Health 
was delineated by the Department of Health. Five 
areas of concern were identified: »Drug Abuse«, 
»Street Childrens »Overseas Contract Workers«, 
»Victims of Torture«, »Human Rights Violations 
and Violences and »Victims of Disasters«. These 
topics are currently included in the YLEP work- 
shops. Also under YLEP, student mental health clubs 
have been organized in many secondary schools 
across the country. In metropolitan Manila alone, 
at present there are 56 active mental health clubs 
with a membership of about 16,000. Outside Manila, 
there are 38 such clubs with about 4,000 active 
members. 

Recognizing the need to promote mental health 
activities at the college level, the PMHA has orga- 
nized psychological societies in 28 selected colleges 
and universities in metro Manila, with a current 
membership of 21,600 students. These members 
work in partnership with the PMHA in promoting 
sound mental health among the Filipino youth. 
Since December 2000, the local college psychologi- 
cal societies have been organized under the Psycho- 
logical Societies Association on Mental Health 
(PSAMH). 

The Peer Facilitators Training Program consists 
of a 2 -day training workshop involving about 40 
youth participants each time. The participants, 
who are members of the mental health clubs, are 
provided the necessary knowledge, skills, and atti- 



tudes in their roles as peer counselors and assistants 
to the guidance counselors of their schools. The 
training utilizes group dynamics, lectures, work- 
shops, and small group discussions focusing on 
the following models: »Self-awareness«, »Communi- 
cation«, »Conflict Resolutions and »Peer Counsel- 
ings The young participants are given hands-on ex- 
perience with peer counseling. 

The Philippine Mental Health Association con- 
tinues to provide clinical services on an outpatient 
basis to children, youth, and adults with emotional 
and behavioral disorders. The range of diagnostic 
and treatment services include clinical interviews, 
psychological assessment, play therapy, individual 
and family counseling, and family support groups, 
as well as psychiatric treatment and management. 
Since 2001, the part-time services of a child psychia- 
trist have been made available. In the past 5 years, 
some 3,200 young patients with various psychiatric 
disorders have been seen in the clinics together with 
family members. 



7. 2. 4.2 Child Psychiatry 

in the Philippines 

Like in many Asian countries, child psychiatry is a 
relatively recent development in the Philippines. 
Formal teaching of child psychiatry in the under- 
graduate and postgraduate medical education began 
with the arrival of Dr. Cornelio Banaag from the 
United States in 1970. After finishing his formal 
training in child and adolescent psychiatry at the 
Worcester Youth Guidance Center in Worcester, 
Massachusetts, he returned to the faculty of the Uni- 
versity of the Philippines College of Medicine in 
Manila to pursue the teaching of child psychiatry. 
Subsequently in 1981, he set up the first child psy- 
chiatry training program in the country at the Uni- 
versity of the Philippines - Philippine General Hos- 
pital. The first graduates of the program completed 
their training in 1983. In 1990, Banaag set up the 
second child psychiatry training program at the 
Philippine Children’s Medical Center in Quezon 
City, metropolitan Manila, producing its first grad- 
uate in 1992. The two training programs, the only 
two in the Philippines at present, have produced 
28 of the 34 practicing child psychiatrists in the 
country. Five candidates are currently undergoing 
training. 

In 1995, the child psychiatrists in the country 
formed the Child and Adolescent Psychiatrists of 
the Philippines, Inc. (CAPPI). The organization 
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has since been actively engaged in a mission of pro- 
moting mental health among Filipino children and 
youth, and the prevention of psychiatric illnesses 
through advocacy and mental health education. 
CAPPI has organized postgraduate courses in differ- 
ent parts of the Philippines. The themes of the post- 
graduate courses are varied and attractive to various 
sectors in the community, including parents and 
teachers. On 29 January 2004, CAPPI launched a 
book on parenting (»Parenting: A Special Job for Or- 
dinary People«) authored by several of its members, 
the first of its kind in Philippine psychiatry. CAPPI 
is currently making the move to set up a board cer- 
tification system for child psychiatrists in the Philip- 
pines. 

7.2.4.3 Clinical Experiences 

and Mental Health Issues 

The clinical experience of the Filipino child psychia- 
trists confirms the existence in the Philippines of the 
child psychiatric disorders listed in the DSM-IV and 
the ICD-10. There is a perceptible increase in the 
prevalence of emotional and behavioral disorders 
among Filipino young people posing a heavy chal- 
lenge to the limited numbers of child psychiatrists 
in the country. This rising tide of emotional and be- 
havioral problems may be related to the current so- 
cio-cultural, economic, and political situation in the 
country. 

The Philippines, like most developing countries, 
is a country in prolonged transition. It has a popu- 
lation growth that is bigger than its indicators of 
economic growth. Of the current population of 80 
million, about half are young people below the age 
of 21. These young people are growing up in a com- 
plex and very uneven environment. It is an environ- 
ment that has become unstable and unpredictable; 
random violence has become common. In many sec- 
tors, the adult who should provide protection, secur- 
ity, and love, are psychologically and/or physically 
unavailable. Three million overseas Filipino workers 
(not counting long-distance employment of parents 
within the country) have left many children growing 
up in single parent homes. Long-distance parenting 
has become common practice. Add to this the grow- 
ing number of unstable marriages resulting in sep- 
arations and annulments of marriages, the conse- 
quences of which are more children growing up in 
circumstances other than the usual family setting. 
The rapid urbanization taking place in the country 
has made material goods more accessible to young 
people, facilitating the shift to more materialistic 



values. This urbanization has resulted in congestion, 
pollution, traffic, and diminishing space for raising 
children (condominium and townhouses for the 
middle class, shanties for the poor), with more 
and more parents coming home late with frayed 
nerves into limited living space. The explosive 
growth of information technology has made possi- 
ble easy access to information, home entertainment, 
children spending more time at computers (result- 
ing in conflicts between parents and the children, 
confused parents uncertain how to set limits), TV, 
video (children have less time for reading, for play- 
ing with friends, parents have less time for friends 
and family gatherings). Mass media (TV, print, mo- 
vies, Internet) has pushed into children’s awareness 
a lot of information about and powerful images of 
violence, pornography, sex, rape, incest, teenage 
pregnancies, accidents, murders vividly reenacted 
on TV, military rebellion, and corruption perpe- 
trated by people who should be providing protec- 
tion and role modeling for young people. Children 
become too aware too early of the dangers in their 
environment, and lose the illusions of childhood 
too early. They become skeptical and cynical. They 
ask questions parents are not prepared for, like a 6- 
year-old boy who asks »what is rape?« or a 4-year- 
old who asks »is the world going to be destroyed, 
are we all going to die?« For many children, the en- 
vironment in which they are growing has become 
stressful. They feel unprotected and insecure. They 
express their fears and insecurities in disturbances 
of emotions and behavior. Some of the manifesta- 
tions of disturbances are the children who are 
stressed and refuse to go to school, or fail in school 
despite their intelligence. Many children suffer anxi- 
ety disorders in various forms, like the 10-year-old 
boy who gets scared when his mother has to leave, 
because he saw on TV a mother killed by random 
violence, or the 15-year-old male tormented by his 
obsessive counting of numbers in his head and com- 
pulsively checking doors and avoiding steps on 
cracks in the pavement. Many young people suffer 
depression and associated suicidal thoughts and at- 
tempts. A recent survey by the University of the Phi- 
lippines Population Institute showed a rising trend 
in adolescent suicide. Not only is the number of 
drug abusers growing at an alarming rate, but the 
age of the abusers is also getting younger. It is in- 
creasingly common to see a sixth grader smoking, 
or a 14-year-old drinking beer at parties. The major- 
ity of regular users of prohibited substances like 
marijuana and shabu (methamphetamine) are ado- 
lescents. An increasing prevalence is also noted in 
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the autistic spectrum disorders, attention deficit hy- 
peractivity disorder, teenage violence, and child 
abuse in various forms. 

The number of disturbed children and adoles- 
cents in the Philippines is not known. There is no 
national survey to tell us the full extent of the prob- 
lem. An approximation can only be made by looking 
at the increasing number of children and youth with 
emotional and behavioral problems seen in the 
clinics of child psychiatrists, developmental pedia- 
tricians, child neurologists, and psychologists. 
Guidance counselors in schools report increasing 
case loads. The gap between the demand for services 
and the number of mental health programs and ser- 
vices is growing. Thirty-four child and adolescent 
psychiatrists is a small number relative to the pop- 
ulation of 80 million, about half of them young peo- 
ple. The challenge to the current group of Filipino 
child psychiatrists is formidable. To make their cho- 
sen specialty viable they need to close ranks, colla- 
borate, and be more assertive in developing training 
programs and in recruiting potential candidates to 
the field, and engage in more research activities that 
will make their practice relevant to the communities 
they serve. 

7.3 Common Features and 

Characteristics of the Status 
and Development of Child 
Psychiatry/Mental Health 
Services in the Asian Region 



In this section, problems and issues of child mental 
health and child psychiatry shared by most Asian 
countries will be discussed. 

1. Many countries in the Asian region still face 
grave problems of general health, and even sur- 
vival. Normal physical development is threa- 
tened. 

According to the UNICEF report for the year 
2002, many Asian countries still belong to a very 
low socio-economic, poverty-stricken group; 
they have a high infant mortality rate, and a 
high prevalence (20-30%) of moderate to severe 
developmental retardation. Children in these 
countries are not fed adequately and basic phys- 
ical health care cannot be provided. At times, it 
may seem superfluous to discuss the current de- 
velopment of child mental health services in this 
situation. 



2. Child psychiatry is a newly emerging subspeci- 
alty for some countries. 

While the majority of countries in the Asian re- 
gion do not have formal child psychiatry ser- 
vices, for some countries like Japan, South Kor- 
ea, Taiwan, the Philippines, China, India, and 
Singapore, child psychiatry has begun to emerge 
recently as a brand new subspecialty in medi- 
cine. These countries are the relatively more de- 
veloped ones in Asia in terms of their socio-eco- 
nomical status and medical-health services. The 
first task of child psychiatry/child mental health 
service is to educate the public on the need and 
importance of child psychiatry/child mental 
health. Most general psychiatric colleagues and 
government officials in many countries in the 
Asian region do not seem to know about child 
psychiatry services. Therefore, one of the char- 
acteristics of child psychiatry in these regions 
is the variability of development. That is, coun- 
tries are very different in terms of what is avail- 
able and what is necessary to prompt the devel- 
opment of child mental health services. In order 
to establish child psychiatry services in a coun- 
try, you need one or two pioneering psychia- 
trists to go abroad to study, receive training, 
and come back to develop the service system. 
For many countries in Asia, child psychiatry is 
still part of general psychiatry, which is inade- 
quate and under-developed itself. 

3. Most disorders classified in DSM-IV and ICD-10 
are found in Asian countries. 

It can be said in general that almost all child psy- 
chiatric disorders described in DSM and ICD 
could be found in any part of Asia if you are a 
qualified child psychiatrist. There may be differ- 
ences in terms of frequency and clinical mani- 
festations of the disorders. For example, tic dis- 
orders and ADHD may have been considered 
normal behaviors or some kind of habit and 
now they are introduced as a disorder; therefore, 
the public might think they are new kinds of dis- 
order and the clinicians tend to over-diagnose 
them (Hong et al. 1996). However, it is obvious 
that they have existed for a long time and yet 
they had not been recognized as a disorder 
per se. At the same time, the incidence of certain 
disorders may have actually increased in rela- 
tion to rapid social changes, social restructur- 
ing, and subsequent increase of stress. It is ob- 
served that there are strong reactive components 
in causation and manifestations of certain disor- 
ders compared to their counterparts in western 
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countries. Caution is required when one claims a 
»culture-bound syndrome«, which usually turns 
out to be a different manifestation of an existing, 
already-described disorder in the West. 

4. The breakdown of the traditional family system 
and reduction in number of children. 

Most countries in the Asian region have under- 
gone drastic changes in their family structure 
and functions. Traditional family systems are 
shaken and the nuclear family structure is sub- 
stituted. On top of these changes, the rise of the 
divorce rate in this region is very alarming. The 
number of children in a family has decreased, 
particularly in several economically advanced 
countries. Some of them have adopted social 
and government policies to limit the number 
of children to one or two. These policies have 
brought about serious side effects, one of which 
is the huge imbalance in the male: female ratio 
of the newly born. For example, the ratio is 
120 : 100 in Korea and 139 : 100 in China. Because 
of the nuclear family structure and the reduced 
number of children, the mother-child relation- 
ship has become very close and very intense. 
It eventually resulted in increased conflicts and 
power struggles between the two. In addition, 
parents have become very concerned and an- 
xious to raise their children properly, because 
they have only one or two children, and there- 
fore, the risks of over-control and over-protec- 
tion have increased. These kinds of dynamic in- 
teractions in the family, together with sustained 
stress from the pressure and competition for 
scholastic achievement have put children and 
adolescents at a higher risk of developing var- 
ious transient and reactive-emotional and be- 
havioral disorders, suicide, and even psychotic 
breakdown. 

5. Rising number of working mothers and women's 
equal right movements. 

In most Asian countries, traditionally women 
did not work outside the home and were in 
charge of raising children. Nowadays, an in- 
creasing number of women have begun to work 
outside the home, and in some countries women 
comprise almost 50% of the work-force. Equal 
rights movements are underway and successful 
in some countries, and the women claim their 
own rights and pursue their careers. The risks 
are that children may not be taken care of prop- 
erly and adequately while mothers work since 
public. Private day care is not adequately pro- 
vided in many countries. The net result is gen- 



eral child neglect, although it may be a tempo- 
rary phenomenon. 

6. Confusion and inappropriateness in child rearing 
practices. 

Many young mothers in highly industrialized 
countries do not really know how to raise chil- 
dren properly, especially during infancy, partly 
because they have no skills and knowledge of 
child rearing, but also because very little sup- 
port is available while they work because of 
the breakdown of the extended family system. 
Many young women do not want to have a baby 
and even when they have a baby, they do not 
want to raise the child. This results in an in- 
creasing number of child abandonment cases, 
abuse and neglect, and problems of attachment 
between the mother and the infant. Many grossly 
inappropriate child-rearing practices are ob- 
served, such as the infant watching TV all day 
long. These and other forms of gross emotional 
neglect cannot be unrelated to the sudden in- 
crease of developmental disorders, including au- 
tistic-like infants and toddlers, which could 
meet the criteria of reactive attachment disorder 
(Hong 1996; Shin et al. 1999). 

7. Confusing, often contradictory advice by profes- 
sionals on child rearing and child behavior man- 
agement. 

In some advanced Asian countries, the number 
of professionals in many fields have grown and 
expanded their roles and professional identities 
in the last 20 years. This has sometimes created 
side effects such as territorial fights and difficul- 
ties in cooperating with each other. Back- 
grounds of professionals are different in theory 
and training experiences. Therefore, they have 
different ideas and opinions on child rearing 
and behavior management, which are often 
not appropriate to the indigenous culture. Also, 
they try to implement and insist on western 
styles, and many young mothers are often con- 
fused in the end. Professionals as well as parents 
have not paid enough attention to traditional 
child rearing methods, which are often down- 
graded. Rather, they have tried to learn and 
practice western styles, which may not be ap- 
propriate for the Asian culture. 

8. Mental health intervention methods are limited. 
In underdeveloped and developing countries, 
medication is usually the most frequently used 
treatment modality for child and adolescent 
mental health problems, partly because medica- 
tions are the most popular methods of treatment 
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in general psychiatry in this region and it is easy 
to extend downward to children. Another reason 
could be that psychosocial interventions require 
more thorough and fuller training in child psy- 
chiatry Health professionals cannot utilize var- 
ious treatment methods unless they are well 
and fully trained. 

7.4 Developments and 

Contributions of National/ 
International Professional 
Organizations in the Asian 
Region 



It is only in recent years that national and interna- 
tional child psychiatry organizations have been es- 
tablished in the Asian region. The first organizations 
of child and adolescent psychiatry appear to be the 
Japanese Society of Child and Adolescent Psychiatry 
and Allied Professions and the Korean Academy of 
Child and Adolescent Psychiatry in the early 
1980s. The ASEAN Forum of Child and Adolescent 
Psychiatry is being held every 2 years, as a part of 
the Asian Association of Psychiatry. The ASEAN 
Forum on Child and Adolescent Psychiatry was first 
organized in Jakarta, Indonesia in 1978, and the sec- 
ond Forum was held in Manila in 1980. This forum 
was organized to bring together the few child psy- 
chiatrists and mental health professionals then 
available in the ASEAN region. At that time, ASEAN 
consisted of five countries: Malaysia, Philippines, 
Indonesia, Thailand, and Singapore. Since then it 
has expanded to include Cambodia, Vietnam, Bru- 
nei, Laos, and Myanmar. Technically, all child psy- 
chiatrists of member countries are members of the 
Forum. The Forum became subsumed under a big- 
ger organization called the ASEAN Federation for 
Psychiatry and Allied Professions, founded in 
1981. The Forum does not have a set of officers 
but follows the official leadership of the Federation. 
The child psychiatrists in the region have been try- 
ing to separate from the Federation unsuccessfully 
because of the limited number of child psychiatrist 
members of the Federation 

The Asian Society of Child and Adolescent Psy- 
chiatry and Allied Professions (ASCAPAP) was es- 
tablished in 1996, and the first congress was held 
successfully in Tokyo. Many child psychiatrists from 
more than a dozen Asian countries including China, 
India, Japan, Korea, the Philippines, Taiwan, and 
Singapore participated in the congress. Professor 
Nishizono was elected as the first President. The sec- 



ond congress was held in Seoul in 1999 under the 
leadership of the second President, Prof. K. M. Hong. 
The third congress was held in Taipei in 2003 under 
the leadership of Prof. Wei-Tsuen Soong. The fourth 
congress is scheduled in Manila, Philippines in 2006 
and Prof. Cornelio Banaag will be in charge of orga- 
nizing it. The other main contributors for the devel- 
opment and activities of ASCAPAP are Prof. Yama- 
zaki (Japan), Prof. Malhotra (India), and Dr. Wong 
(Singapore). 

Since the founding of the ASCAPAP, the Taiwa- 
nese Society of Child and Adolescent Psychiatry 
and the Child and Adolescent Psychiatrists of the 
Philippines, Inc. have been established and there 
have been definite improvements in child psychiatry 
professional activities in the region. Some countries 
have made major progress in setting up training 
programs, qualification systems, and requirements 
to be a child psychiatrist. The current status of the 
known professional organizations in Asia are de- 
scribed in □ Table 7.2. 

7.5 Conclusions and Suggestions 



It is extremely hard to draw certain conclusions re- 
garding the current status of the systems of child 
mental health/child psychiatry care in the Asian re- 
gion; mainly because there are so many countries in 
this region and the levels of development of the ser- 
vice systems are varied from country to country. 
However, it is also evident that there is a growing 
recognition of the need for child mental health/child 
psychiatry services. Many countries are just begin- 
ning to develop child psychiatry services, and sev- 
eral countries have taken the initiative and have es- 
tablished a service system rather successfully. 

Professional organizations have been founded in 
recent years and now play a major role in creating 
and expanding the child mental health care system 
in Asia. It seems critically important to have a child 
psychiatry professional organization and some form 
of training program in order to develop and meet 
the challenges and growing problems of child and 
adolescent psychiatry. In order to start a child men- 
tal health service program in any country, it is of ut- 
most importance to secure one or two qualified 
child psychiatrists who will be the pioneers for the 
development of child psychiatry. They can then train 
others and develop pertinent service programs, 
hopefully with the positive assistance from their 
government. However, there will be a limit to this 
progress unless more child psychiatrists are pro- 




7.5 • Conclusions and Suggestions 



69 



7 



D Table 7 . 2 . Current status of professional organizations in the Asian region 



Country 


Total 

population 
(in millions) 
(2002) 


Name of child 
psychiatry national 
organization 


Year of 
foundation 


Number of 

qualified 

child 

psychiatrists 


Requirements 
for qualification 


China 


1294 


Professional 
Committee of 
Mental Health 
for Children 


1986 


About 100 


NA (3 graduate 
schools for child 
psychiatry) 


India 


1000 


NA 


NA 


24 


NA 


Indonesia 


200 


(Section of 
Indonesian 
Psychiatry 
Association) 


NA 


28 


2 years child 
psychiatry 


Japan 


127 


Japanese Society 
of Child and 
Adolescent 
Psychiatry and 
Allied Profession 


1960 


106 


5 years clinical 
practice in child 
psychiatry, 30 or 
more case reports, 
research paper 


Korea 


47 


Korean Academy 
of Child and 
Adolescent 
Psychiatry 


1983 


145 


2 years child 
psychiatry fellow- 
ship or 1 year 
fellowship + 2 year 
additional training 
while practicing 


Malaysia 


26 


(Chapter of 
Malaysian 
Psychiatry 
Association) 


NA 


13 


1 training institution 


Philippines 


78 


Child and 
Adolescent 
Psychiatrists of the 
Philippines, Inc. 


1995 


34 


2 years child 
psychiatry training 


Singapore 


4 


(Section of 
Singapore Psychiatry 
Association) 


NA 


12 


3 years child 
psychiatry training 


Taiwan 


20 


Taiwanese Society 
of Child and 
Adolescent 
Psychiatry 


1998 


90 


2 years child 
psychiatry training 


Thailand 


67 


Thai Society of 
Child Adolescent 
Psychiatry 


NA 


25 


2 years child 
psychiatry training 



NA = information not available 




70 Chapter 7 • Systems of Care in Asia 



duced. This means that a training center is needed 
for every country if possible. This is rather difficult 
for many countries. 

Training people abroad, e.g., in the United States 
or the United Kingdom, is very time consuming and 
expensive. It is also limited in terms of the number 
of trainees and the contents of training, which may 
not be culturally appropriate since most training 
centers are located in the western hemisphere. 
Therefore, it is proposed that several Asian coun- 
tries seriously consider establishing The Asian Re- 
gional Training Center for Child Psychiatry/Child 
Mental Health and running the center jointly. Inter- 
national societies such as IACAPAP and the Ameri- 
can Academy of Child 8t Adolescent Psychiatry can 
help the Regional Center by providing lecturers 
and faculties. This center will be able to produce 
competent child psychiatrists as well as child mental 
health workers who are absolutely essential for the 
development of a child psychiatry service in any 
country. In the meantime, the few available child 
psychiatrists/child mental health specialists should 
continue their lonely struggles to pioneer the field 
and try their best to educate the public, counsel par- 
ents, persuade government officials, and cooperate 
with those among the allied health professions. 

It is hoped that the leading international organi- 
zations such as WHO, IACAPAP, and AACAP feel it 
is their responsibility to assist the establishment of 
child psychiatry/child mental health services in 
these developing/underdeveloped countries. In ad- 
dition, it is strongly recommended that interna- 
tional scientific meetings allocate time and pro- 
grams to discuss both the many relevant issues in 
establishing child psychiatry services and clinical 
problems of those developing countries without 
adequate child mental health/child psychiatry ser- 
vices. 
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8.1 Introduction 



Rapid change against a background of complex di- 
versity is the most prominent feature of Africa to- 
day. Threat and promise are engaged in a struggle 
for supremacy. While nations battle for indepen- 
dence, and revolutionaries cut swathes of instability 
across the continent, great statesmen rise up to lead 
the way to peace and prosperity. As countries buckle 
under poverty and famine, Africa’s leaders forge glo- 
bal alliances to secure equitable opportunities for 
developing regions of the world. Africa, »the slum- 
bering giant«, is stirring. 

The divide between the Mediterranean countries 
and sub-Saharan Africa provides the first level of di- 
versity in Africa. Seven North African countries are 
members of the Arab League \ At the next level, the 



remaining 46 sub-Saharan countries are diversified 
according to four European languages of occupa- 
tion, French (20), English (20), Portuguese (5), 
and Spanish (l) 2 . The number of indigenous lan- 
guages and ethnic groups approaches three figures 
in some countries. Christianity and Islam have 
made major inroads into traditional African religion 
and culture. Across the continent and between 
countries differences with respect to terrain, cli- 
mate, population density, and rural-urban mix are 
pronounced. One constant feature is the relative in- 
accessibility of outlying African villages and settle- 
ments, leading to significant isolation of many com- 
munities from support structures and resources. 
Africa, with a total population of close to 800 mil- 
lion, is larger in size than the North American con- 
tinent, and with as many diverse cultures and lan- 
guages as Europe. Although sub-Saharan Africa 
constitutes 11% of the world population, it accounts 
for only 1.3% of the income (UNDP 2001). 

Most countries in Africa fall into the low-income 
group, with only a scattering of low-middle- or mid- 
dle-income countries. Of the 40 least wealthy coun- 
tries in the world, 32 are in Africa (UNDP 2001), 
with a large proportion living on less than $1 per 
day. In sub-Saharan Africa, the dependency ratios 
for the majority of countries range between 108 



1 Djibouti, Egypt, Libyan Arab Jamahiriya, Morocco, Somalia, 
Sudan, Tunisia 

2 French: Algeria, Benin, Burkina Faso, Burundi, Cameroon, 
Central African Republic, Chad, Comoros, Congo, Cote 
d’Ivoire, Democratic Republic of the Congo, Gabon, Guinea, 
Madagascar, Mali, Mauritania, Niger, Rwanda, Senegal, Togo. 
English: Botswana, Eritrea, Ethiopia, Gambia, Ghana, Kenya, 
Lesotho, Liberia, Malawi, Mauritius, Namibia, Nigeria, Sey- 
chelles, Sierra Leone, South Africa, Swaziland, Uganda, United 
Republic of Tanzania, Zambia, Zimbabwe. Portuguese: Angola, 
Cape Verde, Guinea-Bissau, Mozambique, Sao Tome and Prin- 
cipe. Spanish: Equatorial Guinea 
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and 80 per 100, and the percentage of the population 
that is over 60 years lies between 4% and 7% (World 
Health Report 2001). Life expectancy at birth is 48 
years, and the under-5 mortality rate is 173 for every 
1,000 live births (UNICEF 2003). Adult literacy rates 
are 69% for males and 54% for females (UNICEF 
2003). 

With regard to mortality rates, all countries ex- 
cept Libya and Tunisia fall into the High Child, High 
Adult mortality stratum, or the High Child, Very 
High Adult stratum (World Health Report 2001). 
The total expenditure on health as a percentage of 
GDP ranges between 2% and 5% for the majority 
of countries (World Health Report 2001). Almost a 
quarter of countries have no national mental health 
program, while 40% do not have a specified budget 
for mental health (Atlas 2001). Ninety-five percent of 
countries have one or less psychiatrist per 100,000 
population, and less than half have any epidemio- 
logical data or data collection systems. Only 40% 
of countries have special programs in mental health 
for children (Atlas 2001). Although the above figures 
reflect the dire adversities which challenge the de- 
velopment of optimal mental health throughout 
Africa, there are clearly considerable differences be- 
tween countries with regard to available mental 
health services. 

The WHO Regional Strategy for Mental Health 
for Africa (sub-Saharan region) 2000-2010 (WHO 
undated) summarizes the mental health situation 
in the following words: 

Populations in the African Region are beset by 
numerous mental and neurological disorders 
that are major causes of disability... Increasing 
poverty, natural disasters, wars and other forms 
of violence and social unrest are major causes of 
growing psychosocial problems which include 
alcohol and drug abuse, prostitution, street chil- 
dren, child abuse and domestic violence. HIV 
infection has added considerably to the psycho- 
social problems already being experienced in 
many countries of the Region, creating a need 
for extra support and counseling for those af- 
fected, and care for their surviving family mem- 
bers, especially children. Many risk factors and 
social problems are the result of people’s lack 
of mental maturity, self-esteem, and confidence. 
Strong cultural beliefs about the causes and 
management of mental disorders also explain 
the nonutilization of conventional health ser- 
vices as a first choice. 



Okasha (2002) highlights particular aspects of the 
problem, such as the frequency of psychoses result- 
ing from cerebral involvement in infectious diseases, 
like malaria or HIV infection, which can have 
chronic consequences if not properly treated. Epi- 
lepsy is a major problem, largely due to inadequate 
care at childbirth, malnutrition, malaria, and para- 
sitic diseases, and is still highly stigmatized. Many 
African countries are increasingly used as transit 
points for illicit drug trade, and these drugs are 
finding their way into the local population. Alcohol 
and tobacco misuse have free rein, as there are few 
national policies or controls on their advertising, 
distribution, and sale. 

Opportunities for children to develop their men- 
tal health potential are increased or diminished ac- 
cording to the environment in which they live. Many 
children growing up in Africa are exposed to ex- 
tremely challenging experiences, as described 
above. Some experiences are not compatible with 
physical survival, and seem hardly reconcilable with 
emotional survival. Yet adversity also breeds resili- 
ence, and Africa’s children are fortunate to be able 
to draw on the enormous reserves of spiritual and 
social capital found in abundance on this continent, 
and which are a source of encouragement and hope 
for its future. 

The next section analyzes the mental health de- 
velopment and needs of children in Africa in more 
detail before discussing systems of care. 

8.2 Child and Adolescent Mental 
Health Care Needs in Africa 



8.2.1 Child and Adolescent Mental 
Health in Africa 



Child and adolescent mental health can be defined 
broadly as the capacity to achieve and maintain op- 
timal psychological functioning and well being (Pol- 
icy Guidelines for Child and Adolescent Mental 
Health 2003). Optimal psychological functioning 
and well being essentially comprise: 

1. A strong sense of identity and self-worth 

2. Sound family and peer relationships 

3. The ability to be productive in learning and 
work 

4. The capacity to adapt to a changing internal and 
external environment 

Concepts of child and adolescent mental health are 
shaped by three important realities. Firstly, and 
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most fundamentally, children’s development at any 
age is incomplete. Therefore, mental health is a dy- 
namic, changing capacity, characterized by incre- 
mental acquisition of new competencies, appropri- 
ate for the specific ages and stages of development, 
as classically described in the concept of develop- 
mental lines (Freud 1965) and the eight ages of 
man (Eriksen 1963). Central to this notion of mental 
health is the capacity of the growing child for turn- 
ing developmental and environmental challenges 
into opportunities for further maturation (Sameroff 
1975). 

Secondly, and of primary significance for any 
discussion about Africa, notions of psychological 
functioning and well being are not culture-free. 
Whereas deficiencies of psychological functioning 
and well being are evident in all individuals and cul- 
tures, universal indicators of optimal psychological 
functioning and well being in children and adoles- 
cents are more difficult to delineate without sacrific- 
ing fundamental individual and cultural differences. 
No one would dispute the contention that the roots 
of identity and self worth in African, Arab, Asian, 
and Caucasian children in Africa arise from differ- 
ing experiences and world-views, and that notions 
of childhood and family vary accordingly. 

The way in which differing world views translate 
into cultural practice can be seen in comparative 
studies of child care. For instance, LeVine et al. 
(1994) demonstrate that American mothers engage 
in intense, reciprocal interactions with their infants 
as the means of developing psychological compe- 
tence, whereas Gusii mothers in Kenya appear to dis- 
courage a strongly dependent relationship with their 
infant in order to prioritize compliance and adapt- 
ability. Comparing the two approaches, Bronfen- 
brenner (1994) maintains that the hectic pace of con- 
temporary American life undermines the very foun- 
dation for the development of psychological compe- 
tence, in contrast to the situation with the Gusii peo- 
ple, and other traditional African cultures, where the 
necessary degree of stability is maintained. »This is 
the lesson from Africa«, he concludes. 

An important example of traditional African 
thought that differs from contemporary European 
views is the concept enshrined in the Xhosa proverb 
umuntu ngumuntu ngabantu: a person is a person 
through persons (Shutte 1993). The meaning of 
the proverb is that persons are defined, not by any 
natural qualities or set of characteristics, but by 
the relationships between themselves and others. 
The Bantu peoples of Southern Africa view the 
worlds of nature and society as one, in which ac- 



tions or attitudes in one part affect the other (Ham- 
mond-Tooke 1974). For instance, a failure in health 
or fortune is thought to be caused by some disrup- 
tion in social relations, either with regard to the an- 
cestors, or kin or community. Therefore a harmo- 
nious social life, and the elimination of discord, 
are critical to health and well being. This contrasts 
with contemporary Western thinking, such as that 
of Erik Eriksen (1963), in which harmony is a life- 
long goal to be achieved through the negotiated re- 
conciliation between individuals and within families 
of opposing drives for self-expression and intimacy. 

All Southern African Bantu peoples are patrili- 
neal, with strong emphasis on rank and respect 
for seniors (Hammond-Tooke 1974). Children are 
expected to show absolute obedience to parents, 
and women must respect men. A man’s primary loy- 
alty is to his kinsmen, not his wife, and husbands 
and wives traditionally do not spend their leisure 
time together. From childhood, the value of recipro- 
cal assistance and cooperation between neighbors is 
inculcated, not only as a moral imperative, but also 
to promote the well being of the community, and 
thereby its individual members. Being familiar with 
the world views of all cultural groups in Africa, and 
how they interact with one another, is essential for 
understanding how culture shapes the development 
of child and adolescent mental health. 

The third important reality shaping child and 
adolescent mental health is that children are depen- 
dent for their optimal physical and psychological 
development, especially at the beginning of life, on 
a facilitating environment. The achievement of opti- 
mal psychological functioning and well being is rel- 
ative to the context, or ecological framework, into 
which children are born (Bronfenbrenner 1979). In 
developing regions of the world in contemporary 
times, extreme adversity and challenging social con- 
texts threaten the optimal development of children 
in ways which can hardly be imagined by the inha- 
bitants of more stable, better-resourced societies. 
Poverty is a pervasive adversity affecting Africa’s 
children, particularly in rural areas. It impacts on, 
among others, the following basic child rights re- 
quired for survival and normal development (Bier- 
steker and Robinson 2000) 

1. Nutrition 

2. Water and sanitation 

3. Child and maternal health services 

4. Early childhood education and basic education 

5. Social welfare developmental services 

6. Child protection measures 

7. Leisure and cultural activities 
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The breakdown of traditional African society- 
through contact with colonizers, and through urba- 
nization, has lead to weakening of their traditional 
values and morals, and their cohesive family and 
community structures. Until appropriate cultural 
adaptation has been made, and the social context re- 
stabilized, threats to the mental health of children 
and families will continue to take their toll. 

Sadly, war is the only social context some Afri- 
can children have known. Besides its direct effects 
on children, families, and communities, war »de- 
stroys infrastructure, heightens political and eco- 
nomic turmoil, disrupts education, and amplifies 
poverty« (Wessels and Monteiro 2000). The war in 
Angola extended over several decades and was a dai- 
ly social reality for two generations of Angolans: 

Children, who comprise half the population in 
Angola, shouldered some of the heaviest bur- 
dens of war and its aftermath. UNICEF esti- 
mated in 1993 that 500,000 child deaths were at- 
tributed to war, and 840,000 children were living 
in especially difficult circumstances. In Luanda, 
there were large numbers of unaccompanied 
children, who are particularly vulnerable physi- 
cally and psychologically. The war devastated 
the health infrastructure, aggravated already ex- 
treme poverty, and ushered in outbreaks of dis- 
eases such as measles, malaria, and tetanus. The 
mortality rate for children under 5 years of age 
soared to over 300 per 1,000. Malnutrition rates 
for children under 5 were approximately 15% by 
1995. Nearly 60% of children had no regular 
schooling, and literacy rates for women were 
under 10%. 

(Wessels and Monteiro 2000) 

Well-resourced countries with universal health and 
social insurance and safe, supportive community liv- 
ing can expect most psychiatric disorders in children 
and adolescents to arise primarily from interactions 
between genetic factors and adverse family environ- 
ments. Although poverty, HIV/AIDS, and acts of vio- 
lence and terrorism are on the increase globally, they 
are not yet considered part of the daily reality for the 
children of well-resourced countries. At most they 
occur in ghettos, or accidentally involve children un- 
fortunate enough to be in the wrong place at the 
wrong time. Psychiatry textbooks, which typically 
emanate from high-income countries, largely reduce 
such broad environmental hazards to certain Axis 1 
disorders, such as Post Traumatic Stress Disorder. 
Similarly, the range of treatments for psychiatric dis- 



orders described by such textbooks is typically con- 
fined to interventions directed at individuals, fami- 
lies, schools, and child and family welfare agencies, 
the implication being that community and society 
are safe and supportive. This approach does not cater 
to the majority of the world’s children living under 
difficult circumstances in societies of low- and low- 
middle-income countries. 

The Diagnostic and Statistical Manual of Mental 
Disorders of the American Psychiatric Association, 
4th Edition (DSM-IV, 1994) devotes only two or 
three sentences to the problems of children living 
under difficult circumstances. These are found in 
the discussion of Axis IV: Psychosocial and Environ- 
mental Problems, a short 2 pages. Although the 
DSM-IV allows major psychosocial or environmen- 
tal problems to be recorded on Axis 1 as Other Con- 
ditions That may be a Focus of Clinical Attention, the 
list of Other Conditions does not do justice to situa- 
tions such as those described above in Angola, or 
such as the effect of the AIDS pandemic on children 
in Africa. Similar comments can be made with re- 
gard to the DSM-IV’s marginalizing approach to cul- 
tural manifestations of distress and dysfunction. 
Despite the fact that the majority of the world’s pop- 
ulation resides in nonwestern countries, DSM-IV 
disorders essentially are described as they manifest 
in western cultures. 

The World Mental Health Report: Problems and 
Priorities in Low- Income Countries (Desjarlais et al. 
1995) succinctly captures the issues in relation to 
disorders and difficult circumstances with the follow- 
ing words: 

The overwhelming conclusion of this report is 
that formally defined neuropsychiatric disorders 
are responsible for only a portion of the overall 
burden of social and psychological morbidity. 
Alcoholism, drug addiction, suicide and suicide 
attempts, violence against women, abuse and 
abandonment of children, forced prostitution, 
crime and street violence, ethnic warfare and 
state violence, dislocation and forced migration 
- all of these constitute a substantial burden in 
societies of Africa, Asia, Latin America, and 
the Middle East. 

This lesson was clearly demonstrated in Khayelitsha, 
an informal settlement area of Xhosa-speaking peo- 
ple in Cape Town, South Africa. Whereas a commu- 
nity epidemiological study of children and adoles- 
cents in Khayelitsha found that DSM-defined de- 
pressive and anxiety disorders were the most prev- 
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alent disorders (Robertson et al. 1999), these disor- 
ders are the reason for attendance of only a small 
proportion of the children seen at the community- 
run mental health center established in the wake 
of the study. The common mental health needs pre- 
senting for care at the center are sexual abuse, anti- 
social behavior and the effects of HIV/AIDS (WHO 
2003). 

8.2.2 Major Influences on Child 

and Adolescent Mental Health 
in Africa 



Poverty and war are not the only major risk factors 
for child and adolescent mental health in Africa. 
Children in Africa are all too frequently the victims 
of difficult circumstances, defined as those circum- 
stances in which children are exploited or denied 
their most basic rights (UNICEF 1990), such as: 

1. Armed conflicts and forcible induction as child 
soldiers 

2. Rampant community and domestic violence 

3. Child abuse, prostitution, and trafficking 

4. Incarceration 

5. Street living and homelessness 

6. Child labor 

7. HIV/AIDS pandemic 

8. Societies which do not provide for children’s ba- 
sic needs for access to health care and education 

9. Societies which allow discrimination or condone 
the inhumane treatment of children 

Only selected aspects of this veritable assault on 
children’s lives and well being in Africa will be dis- 
cussed in any detail here, as they are fully described 
in numerous international publications and reports. 

The many horrific forms of domestic, commu- 
nity, and political violence to which children in Afri- 
ca are regularly exposed are graphically described in 
the 2002 World Mental Health Day planning kit. The 
following statement by a 14-year-old girl abducted 
by the Revolutionary United Front in Sierra Leone 
poignantly illustrates the plight of child soldiers: 

I’ve seen people get their hands cut off, a ten- 
year-old girl raped and die, and so many men 
and women burned alive... So many times I 
cried inside my heart because I didn’t dare cry 
out aloud. 

(World Mental Health Day 2002) 



Hundreds of children in Africa at this moment are 
being abducted and tortured by the rebel Lord’s Re- 
sistance Army and similar plunderers of childhood. 
Unfortunately, childhood plunderers do not come 
only from outside the community. HIV/ AIDS is a 
much greater threat to Africa’s children, in terms 
of sheer numbers, than war and armed conflict. Ac- 
cording to data provided in the World Mental Health 
Day global mental health education campaign 
(2003), of the 36 million people living with AIDS 
globally, 25.3 million reside in sub-Saharan Africa. 
Of the world’s orphans, 95% live in Africa: 13.2 mil- 
lion children under 15 have lost their mothers to 
HIV/AIDS since the beginning of the epidemic. 
Child-headed households are becoming frighten- 
ingly common in numerous countries in Africa. 
Much has been written about the mental health risks 
facing children and adolescents infected or affected 
by HIV/AIDS, but estimating the full impact of the 
AIDS pandemic in Africa on the mental health of 
children, families, and society is a daunting task, 
yet to be undertaken. 

On a smaller scale, certain traditional child care 
practices and customs in Africa have come under 
critical scrutiny for their potentially harmful effect 
on mental health. In Egypt, despite the banning of 
corporal punishment in schools in 1971, a substan- 
tial proportion of learners, 82% of boys and 62% of 
girls, continue to incur physical punishment at the 
hands of their teachers (Youssef et al. 1998). Seif 
El Din et al. (2002) found that the main reason given 
by street children for running away from home and 
for dropping out of school were physical abuse by 
parents (33%) and maltreatment by teachers (22%). 

In Egypt, Sudan, and Somalia female circumci- 
sion is very common. A study in Somalia found 
100% of women in the study to have been circum- 
cised, despite their relatively high socio-economic 
status (Dirie and Lindmark 1991). Both excision 
and infib ulation had been performed in 88% of 
the women. Although female circumcision has been 
prohibited in Egypt since 1956, the practice is still 
widespread. Several studies, e.g., Ismail et al. 
(2002), show that the current prevalence of female 
circumcision ranges from 76% to 81%. This practice 
persists because of a belief that circumcision will 
moderate female sexuality, and will assure marri- 
ageability, and because it is sanctioned by religion. 

Gender discrimination in many areas of daily 
living is still entrenched in most countries of Africa. 
It carries with it an increased risk for women of pov- 
erty, poor education, violence, and psychiatric dis- 
order (Desjarlais et al. 1995). Aidoo (1998) found 
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the prevalence of depression among low-income 
women in Zambia to be 43%. Gender discrimination 
is clearly a threat to good mothering and child men- 
tal health. 

Other forms of discrimination also affect child 
mental health in significant ways. The widening eco- 
nomic gap between high- and low-income countries 
is a global form of discrimination which has power- 
ful effects on child mental health. Children in low- 
income countries are 35 times more likely to suffer 
from epilepsy or mental retardation than their coun- 
terparts in high-income countries (Desjarlais et al. 
1995). Inaccessibility to cheap medication for the 
treatment of HIV/AIDS is another example of global 
discrimination with huge effects on children and 
families in Africa. Widespread provision of antire- 
troviral treatment would significantly lengthen the 
lives of mothers and fathers infected with HIV, 
and would make an enormous difference to the sur- 
vival and mental health of children and adolescents. 

Stigma associated with mental health problems 
is common all over the world, including Africa, 
and accounts for lowered rates of referral for treat- 
ment. Stigma is likely to become more entrenched 
when combined with ignorance. Ignorance about 
the emotional development and mental health needs 
of children is prevalent in many parts of Africa, and 
results in psychiatric disorders like anxiety and de- 
pression being regarded as bad behavior or laziness, 
or due to sinfulness or bewitchment. Ignorance 
about the psychological principles of good parent- 
ing often leads to inappropriate and potentially 
harmful child care practices. 

There are many protective factors to counterba- 
lance the numerous risk factors facing children in 
Africa. Firstly, it cannot be assumed that all children 
exposed to risk factors become vulnerable or devel- 
op psychiatric disorders. Constant exposure may 
also have the effect of »steeling« children, and lead- 
ing to resilience, especially when adult support is 
available. Furthermore, while Africa does experi- 
ence its own extreme challenges, it is spared from 
many of the West’s significant challenges, such as 
anomie or global terrorism. Secondly, sustained by 
their long and rich history, and centuries-old tradi- 
tions, indigenous Africans have a strong sense of 
ethnic identity and purpose, which enables them 
to survive and to adapt to many onslaughts. Thirdly, 
research has shown that religion can be a significant 
protective factor in the lives of children. Religious 
cultures are the most powerful factors that modify 
an individual’s attitudes towards life, death, happi- 
ness, and suffering (Bou-Yong Rhi 2001). Despite 



the persecutory practices of some colonists, indige- 
nous African people continue to maintain strong re- 
ligious convictions and a deep spirituality. Tradi- 
tional beliefs provide a dynamic connection be- 
tween the living, the ancestors, and a supernatural 
divinity for most indigenous African people, and 
there is also a strong commitment to other faiths, 
such as Christianity, Islam, and even Judaism. Final- 
ly, strong social support is undoubtedly a significant 
protective factor for individuals facing the constant 
challenge of coping with difficult circumstances. De- 
spite the breakdown of the extended family system 
and traditional family ties in many parts of the con- 
tinent, supportive family and social relationships 
and networks remain one of Africa’s strengths. 
These contribute to social capital, a source of social 
trust and cooperation for mutual benefit, which is a 
powerful mediator of risk factors (Sampson et al. 
1997). 



8.2.3 The Burden of Child 

and Adolescent Mental Health 
Problems in Africa 



The World Health Report (2001) comments on the 
burden of mental health problems in Africa: 

The disability caused by mental and neurologi- 
cal disorders is high in all regions of the world. 
As a proportion of the total, however, it is com- 
paratively less in the developing countries, 
mainly because of the large burden of commu- 
nicable, maternal, perinatal, and nutritional 
conditions in those regions. Even so, neuropsy- 
chiatric disorders cause 17.6% of all years lived 
with disability in Africa. 

When considering the burden of child and adoles- 
cent mental health problems in Africa, the first point 
to note is that 55% of the population of sub-Saharan 
Africa is under 19 years of age (UNPD 2000). The 
second critical point has already been addressed ex- 
tensively, namely that estimates of the burden of 
mental health problems in children and adolescents 
in Africa must take into account both psychiatric 
disorders and the difficult circumstances which con- 
stitute their daily social context. Increased vulner- 
ability to mental health problems as a result of a 
high prevalence of medical and neurological condi- 
tions, and intellectual disability, is an important fa- 
cet of the concept of difficult circumstances. Lost op- 




8.3 • Child and Adolescent Mental Health Care Systems in Africa 



77 



8 



portunities for education is another aspect of diffi- 
cult circumstances, which needs to be highlighted. 

A recent World Health Organization (2003) pub- 
lication sums up these points in the following state- 
ment: 

The magnitude of the burden of disease related to 
child and adolescent mental disorder is under- 
stood by clinicians and parents, but has until re- 
cently been difficult to quantify. Now, with world- 
wide crises involving children impacted by war, 
exploited for labor and sex, orphaned by AIDS, 
and forced to migrate for economic and political 
reasons, the dimensions of the burden of com- 
promised mental health and mental disorders 
are increasingly evident and quantifiable... Ab- 
sence from education, underachievement leading 
to dependency, involvement in criminal activity, 
the use of illicit drugs, the inability to benefit 
from rehabilitation, comorbid medical condi- 
tions are but some of the very many impacts that 
have an associated cost. To understand child and 
adolescent mental health needs it is first neces- 
sary to understand the overall dimensions of 
what are called noncommunicable diseases af- 
fecting children, the impact of infectious diseases 
with direct and indirect impact on the mental 
health of children, and lastly the available data 
on diagnosable psychopathology. 

The World Health Report (2001) estimates that, 
from studies in both developed and developing 
countries, 10-20% of all children have one or more 
mental or behavioral problems. Regarding the bur- 
den of mental health problems in children and ado- 
lescents, the report concludes that »it would be com- 
plex to calculate because many of these disorders 
can be precursors to much more disabling disorders 
during later life«. 

Although there have been few rigorous, large- 
scale epidemiological studies involving children 
and adolescents in Africa like that of Tadesse et al. 
(1999), many smaller studies have been conducted 
and some have been published. Discussion of the 
findings of such studies can be found in interna- 
tional reviews, e.g., Nikapota (1991), reviews of Afri- 
can studies, e.g., Odejide et al. (1989) or of African 
child and adolescent studies, e.g., Jegede and Olata- 
wura (1982), Robertson and Berger (1994), as well as 
in journal publications of single studies. Examples 
of published single studies from a selection of Afri- 
can countries, are: Egypt (Abou Nazel et al. 1991), 
Ethiopia (Mulatu 1995), Nigeria (Abiodun 1993; 



Gureje and Omigbodun 1995), South Africa (Robert- 
son et al. 1999), Senegal (Diop et al. 1982), Sudan 
(Giel et al. 1981), and Uganda (Minde 1977). Many 
of the investigators in these epidemiological studies 
discuss why their prevalence findings cannot simply 
be compared to international prevalence rates, or 
even other countries in Africa, citing differing meth- 
odologies and the very different social and cultural 
contexts. Few of these studies include ethnographic 
approaches, yet ethnographic studies are necessary 
in order to elicit culture-specific expressions of dis- 
tress and dysfunction. Reports of culture-bound 
syndromes have emanated from different countries 
in Africa, including Nigeria (Prince 1962), Senegal 
(Seek 1991), South Africa (Ensink and Robertson 
1996), and Swaziland (Guinness 1992), as well as 
in an overview by Ilechukwu (1991). 

Current debates question the usefulness of epi- 
demiological studies for planning systems of care 
to meet the mental health needs of the population 
(Fayyad et al. 2001). Many epidemiological studies 
are limited in scope, both in terms of disorders in- 
vestigated and populations sampled, as well as fre- 
quently ignoring the difficult circumstances inher- 
ent in the social and cultural context. Also, they 
do not always measure impairment, or causal rela- 
tionships between significant factors associated with 
the mental health problems reported. Epidemiolog- 
ical studies need to »progress« from purely descrip- 
tive investigations, to analytic studies which clarify 
causal relationships, and thence to evaluated inter- 
vention studies in order to be useful for the imple- 
mentation of effective systems of care. 

8.3 Child and Adolescent Mental 
Health Care Systems in Africa 



Systems of care for children and adolescents are built 
upon visions of optimal childhood development. 
However, it should be recognized that most such vi- 
sions in the minds of policy makers and planners, 
even in Africa, derive from psychological knowledge 
about children in Europe and North America (Kessen 
1979). Discussions of systems of care in Africa need 
to be clear about whose visions of childhood inform 
them. The influence on concepts of childhood of the 
world view and moral value system prevailing in their 
society has been emphasized previously. 

Systems of care may be formal or informal. In- 
formal systems will be considered to include those 
provided by families and their support networks, 
the services of folk and indigenous healers, and 
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nongovernmental, community, and faith based orga- 
nizations. Formal systems of care are provided by 
the private sector or the state. Typically, primary re- 
sponsibility for state mental health services is taken 
by health ministries. However systems of care for 
children and adolescents with mental health prob- 
lems are also provided by the ministries of educa- 
tion, social services, and justice and prisons/correc- 
tional services. This multisectoral provision of care 
is of critical importance in Africa and other devel- 
oping regions where health ministries frequently 
do not provide dedicated systems of child and ado- 
lescent mental health care. Only 40% of countries in 
Africa have special programs in mental health for 
children (Atlas 2001). 

There is a danger that formal and informal sys- 
tems of care are seen as an either/or option, instead of 
as complementary systems. For example, there could 
be an expectation that where formal systems are lack- 
ing, the informal sector will take over. Similarly, 
where formal systems are well-developed, there could 
be a perception among the users that they should 
meet every need, without any coresponsibility for 
service provision by the public. Systems of care that 
are likely to be the most successful are those where 
there is active coordination, collaboration, integra- 
tion and mutual support between the various state 
sectors, the private sector and the informal sector. 

8.3.1 Informal Systems of Care 



In Africa, informal systems of care are relatively well 
developed, whereas formal systems have not devel- 
oped to the same extent, or have been eroded by pov- 
erty or war. The family is the primary system of care. 
Traditional child care in Africa has many inherent 
strengths, among them being the social support typ- 
ical of traditional African families and their close- 
knit communities. This support is not automatically 
extended to those outside the community, and where 
traditional community systems have broken down 
and become fragmented as a result of colonization 
or urbanization, newly constituted urban commu- 
nities may not show the same level of social support 
as traditional communities. However, one foreign 
import which has grown and flourished in Africa 
is ministry to the poor and oppressed, irrespective 
of whether they belong to the »same« community 
or not. Literally thousands of community-based or- 
ganizations, both faith-based and secular, have come 
into existence to serve every conceivable need and 
cause in Africa, and continue to develop and multi- 



ply. More recently, they include mental health advo- 
cacy and consumer movements. The Atlas (2001) 
lists only four countries in Africa which do not have 
nongovernmental organizations in mental health. 

Nongovernmental organizations may address 
any or all aspects of care, from promotion and pre- 
vention, through to treatment and rehabilitation. 
Many nongovernmental organizations are sup- 
ported or even initiated by foreign agencies, but 
most have been pioneered from within the conti- 
nent. Their success is due to the incredible energy 
and creativity generated in Africa in response to 
the constant challenges facing its inhabitants in 
their daily lives, supported by the strong spiritual 
and moral beliefs which characterize the continent. 

Numerous examples could be cited of informal 
systems of care which have arisen in response to 
the mental health needs of children and adolescents 
in Africa. Some have been initiated to complement 
existing formal systems of care, like Empilweni in 
South Africa (WHO 2003), while others have arisen 
when the needs created by overwhelming cata- 
strophes such as war or the AIDS pandemic have ex- 
ceeded state resources and required innovative mul- 
tisectoral efforts (see Box 1 below). Currently, inter- 
national aid to African countries for HIV/ AIDS is 
enabling governments to set up major interventions 
to complement or support the programs started by 
nongovernmental organizations. 



Kuhluvuka - Corridor of Hope 
Maputo Corridor AIDS Prevention Project, 
Mozambique 

The Foundation for Community Develop- 
ment (FDC), a Mozambican organization, 
implements a community-based HIV/AIDS 
prevention and care program in the Maputo 
transport corridor. The overall project fo- 
cuses primarily on prevention, but activities 
to address the needs of orphans and vulner- 
able children (OVC) are included as an inte- 
gral part of impact mitigation. The project 
emphasizes establishing community involve- 
ment to identify and address the needs of 
OVC and mobilizing community leaders to 
initiate support programs for those infected 
and affected. The strategy focuses on meet- 
ing the needs of OVC in three major areas: 
education, nutrition, and health. FDC has al- 
ready raised more than $1 million in private 
funds. 

T 
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Key accomplishments include 

1. Mapping and identification of OVC 

2. Mobilizing communities to register chil- 
dren as citizens, thus enabling free access 
to education and health care 

3. Establishing a vocational training center 
for youth that particularly targets OVC 

4. Information, education, and communica- 
tion campaigns, particularly targeting 
OVC - focused primarily on behavior 
change, both personal and social behav- 
ior 

5. Sensitizing communities to reduce the 
stigma associated with HIV/AIDS and ig- 
norance about HIV/ AIDS 

6. Carrying out research, coordinated with 
community-based partners and govern- 
ment, on the number and situation of or- 
phaned children, and ensuring that the 
national strategy for OVC, which is being 
developed by the Ministry of Women and 
Social Action, addresses the children’s 
needs and is effectively implemented by 
the government and partners 

USAid Project Profiles - 

Children Affected by HIV/AIDS (2003) 



Informal systems of care are typically staffed by vol- 
unteers or community workers who have undergone 
training by formally trained mental health workers 
and, ideally, continue to be supported by them. This 
complementarity between the two systems increases 
the likelihood that the service will remain client- 
centered, evidence-based, and accountable to the 
community. Informal systems of care have certain 
advantages over formal systems: they are usually 
more accessible and affordable, culturally appropri- 
ate, and responsive to changing needs. Investing in a 
cadre of specialized child and adolescent mental 
health workers is essential for countries of all in- 
come levels in order to provide the training, and on- 
going education and support which underpin infor- 
mal systems of care. 

Indigenous healers provide an extensive system 
of care in Africa, both for adults and children. Healers 
are regularly consulted for mental health problems, 
even by individuals who are receiving psychiatric 
treatment. As traditional communities have been 
disrupted by urbanization or war, controls on good 
practice in indigenous healing systems have wea- 
kened. Current trends are for indigenous healers 
to organize and regulate themselves nationally and 



to become registered as an accredited system of 
care. Traditional herbs and medicines should be 
used with due caution regarding appropriate dosage, 
interactions with other medicaments, and possible 
toxicity. Collaboration between indigenous healing 
and other systems of care requires that both fully 
understand and accept the basis upon which each 
operates (Bodibe and Sodi 1997). Indigenous heal- 
ing systems are largely faith-based, with many in- 
digenous healing practices resembling those of min- 
isters of religion rather than of health workers. Ac- 
cordingly, traditional healers appear to be more suc- 
cessful in intervening with problems of daily living, 
and illnesses related to interpersonal and existential 
stresses, than with brain disorders like schizophre- 
nia and bipolar disorder. 

8.3.2 Formal Systems of Care 



Existing formal systems of care in Africa are largely 
European in origin, and therefore reflect the na- 
tional differences found, for instance, between the 
French and English systems. An example from a 
francophone African country is given in Box 2. 
Where formal systems have been eroded by poverty 
or war, »reforms« and development are currently 
being promoted and supported by the World Health 
Organization, the World Bank, and other interna- 
tional agencies. Formal systems of care in Africa, 
like informal systems, are currently in a state of 
transition. 



Ker Xaleyi - A Pediatric Psychiatry 
Service in Senegal 

In Senegal, children and adolescents with 
psychiatric problems were seen, between 
1971 and 1994, in a small unit called Ker Xa- 
leyi (meaning »Children’s Home«). Most of 
the children were referred because of behav- 
ior problems at home or at school. 

Over the years the service grew and diversi- 
fied, and in 1994 an enlarged and beautifully 
renovated facility called Ker Xaleyi Pediatric 
Psychiatry Service opened its doors. It is at- 
tached to the Centre Hospitalier Universi- 
taire at Fann in Dakar, and is the only public 
sector university hospital service in Senegal . 
It is used as a referral center for the entire 
country and even for other neighboring 
countries in West Africa. Most of the cases 
▼ 
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referred from rural areas are mental disor- 
ders due to general medical conditions like 
epilepsy and encephalopathies, or associated 
with delayed development and chronic mal- 
nutrition. In Dakar, there are frequent 
school referrals of 8- 10-year olds with learn- 
ing disabilities. Other common problems 
among children referred in urban areas in- 
clude enuresis, stuttering, obesity, alopecia, 
and dermatoses. Juvenile delinquency is a 
growing problem, related to school drop- 
out and breakdown of traditional value sys- 
tems. 

Ker Xaleyi has a multidisciplinary team of 
Senegalese professionals: child psychiatrists, 
psychologists, speech therapists, occupa- 
tional therapists, social workers, special edu- 
cation teachers, and nurses. Wherever possi- 
ble, partial rather than full hospitalization is 
preferred, in order to cope with an increas- 
ing demand for services. Community activ- 
ities are largely preventive in nature, and in- 
clude mental health training for general 
health workers, social workers, etc., consul- 
tation to schools, and publication of infor- 
mation brochures, e.g., about epilepsy and 
mental health. In addition, the staff partici- 
pate in the academic activities of the Faculty 
of Medicine at the University of Dakar, and 
conduct research. A number of articles have 
been published about Ker Xaleyi and the re- 
search conducted there, such as Seek et al. 
1998. 



All health sector reforms advocate the primary 
health care model. This model incorporates a public 
health approach, which promotes health through 
prevention as well as treatment of disease. A com- 
prehensive model of primary care for developing 
countries is described in a recent publication of 
the Institute of Medicine, USA (2001). In many Afri- 
can countries, until recently, mental health was not 
integrated into primary health care. The community 
mental health movement, which swept through 
many parts of the world in the 1950s and 1960s, 
did not reach Africa. Mental health services in Afri- 
ca remained largely vertical and based in mental 
hospitals, with all the accompanying isolation, ne- 
glect, and stigma that have been described else- 
where. At present, one in five African countries still 
does not have mental health in primary health care 
(Atlas 2001). 



In Africa, primary health care services are typ- 
ically provided by nurses, or midlevel medically 
trained workers such as clinical officers. Adequate 
basic mental health training and ongoing education 
and support for nurses are essential for sustaining 
their role as primary health care providers, as well 
as special regulations to enable them to prescribe 
medication. Almost half of African countries do 
not have training facilities for primary care person- 
nel in mental health (Atlas 2001). This is partly due 
to a shortage of mental health specialists of all dis- 
ciplines. Only Algeria, South Africa, and Tunisia 
have more than 1 psychiatrist per 100,000 popula- 
tion, and only Namibia and South Africa have more 
than 1 psychologist per 100,000 population (Atlas 
2001). Few countries have formally trained child 
psychiatrists, and only South Africa has formal 
training programs leading to a tertiary qualification 
in child and adolescent psychiatry. 

Dedicated secondary and tertiary psychiatric 
services for children and adolescents are still to be 
developed in most countries. Outpatient services 
have been started in some major centers, but inpa- 
tient services are generally lacking except for occa- 
sional use of pediatric or general psychiatry wards. 
The use of general psychiatry wards is of concern, 
especially as acceptable standards of inpatient psy- 
chiatric care for adults have been seriously eroded 
in many countries in Africa, both with regard to 
physical facilities and availability of essential medi- 
cation. Two countries that provide dedicated psy- 
chiatric inpatient services for children and adoles- 
cents are Senegal and South Africa. 

The lack of dedicated psychiatric services for 
children and adolescents in Africa means that other 
disciplines and sectors contribute a greater propor- 
tion to child mental health services. Pediatrics and 
maternal and child health departments provide pre- 
ventive, promotive, and curative interventions to 
improve the survival, general health, and quality 
of life of children. These are critical in a continent 
where medical and neurological conditions have a 
significant impact on the mental health of children 
and adolescents. It could be said that the mental 
health of children and adolescents in Africa is only 
as good as their medical care. 

Although many countries in Africa lack even ba- 
sic school psychology services, the school itself con- 
stitutes the second most important system of care, 
after the family, for the mental health of children 
and adolescents. A good education and a positive 
school experience are almost essential foundations 
for mental health. Few countries in Africa have spe- 
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cial education facilities, such as for children with 
specific learning disabilities, intellectual disabilities 
or cerebral palsy, although these children are at in- 
creased risk for developing mental health problems. 
However, nongovernmental organizations make sig- 
nificant contributions to children with special needs 
in many African countries. 

Even access to general education varies greatly. 
The secondary school enrollment ratio for sub-Sa- 
haran Africa is between 20-30%, but there are 
marked overall and gender differences between 
countries in education levels. Although adult lit- 
eracy rates for women are usually lower than those 
of men, the adult literacy rate in Lesotho for females 
as a percentage of males is 127 (UNICEF 2003). The 
AIDS orphan school attendance rate is as low as 35% 
in some countries (UNICEF 2003). Education sector 
»reforms« are currently addressing the availability, 
structure, and standards of education in many 
countries, and some intersectoral collaborations 
are emerging, such as the Health-Promoting School 
initiative (Flisher et al. 2000). There are also an in- 
creasing number of nongovernmental initiatives, for 
instance, the Adolescent Reproductive Health Net- 
work, which provides school-based counseling, edu- 
cation, and health promotion in relation to repro- 
ductive health in Tanzania and other African coun- 
tries (Klepp et al. 2000). 

Social welfare services provide a potential safety 
net for the mental health of children and adolescents 
through, among others, poverty grants, child care 
grants, disability grants and rehabilitation grants. 
In addition to budgetary constraints, many African 
countries have unwieldy administrative require- 
ments and procedures which limit ready access to 
these welfare benefits when they are offered. Social 
services often include programs and sometimes res- 
idential care for abused children, street children, or- 
phans, or at risk criminal youth, but the pervasive 
shortage of funds and of social workers, and out- 
dated child protection legislation frequently under- 
mines their effectiveness and sustainability. Nongo- 
vernmental organizations make an important con- 
tribution in this area. 

Ministries of justice and prisons/correctional 
services have the potential opportunity to provide 
critical rehabilitation programs for youthful perpe- 
trators of crime and violence, but, as in many other 
parts of the world, these youth are not yet receiving 
due attention. 



8.3.3 Education and Training 

Education of the public and of non-mental health 
care workers, and training and ongoing education 
of mental health care workers are essential ingredi- 
ents of effective systems of care. Before the adoption 
of the primary care model, mental health education 
and training in Africa were insufficiently priori- 
tized, frequently Eurocentric, and illness-oriented 
in their approach, and confined mainly to the health 
sector. Current primary care-oriented health sector 
»reforms« are giving much more emphasis to pre- 
vention and promotion, but mental health education 
and training involving other sectors, for instance, 
the education sector or traditional healers, is still 
limited. A survey of sub-Saharan African countries 
in 1991 found that 14 of the 30 countries who re- 
sponded had revised their undergraduate curricula 
to include mental health components, 12 had revised 
postgraduate programs, and 19 had revised the cur- 
riculum for training of nurses and social workers 
(Uznanski and Roos 1997). 

It is difficult to develop education and training 
programs in child and adolescent mental health un- 
til they are reasonably well established in general 
psychiatry and mental health. At this time, few men- 
tal health workers in Africa have the necessary 
knowledge and skills to educate or train others in 
child and adolescent mental health. Even the World 
Health Organization, which has traditionally lead 
the field in producing and disseminating mental 
health training material, has only recently intro- 
duced a child and adolescent mental health compo- 
nent into their Department of Mental Health and 
Substance Abuse. There is no corresponding initia- 
tive yet in their Africa office, although the issue has 
been discussed there. 

Both local and international nongovernmental 
organizations play an important role in many Afri- 
can countries in promoting child and adolescent 
mental health through public education. Recent ex- 
amples of the benefit of international contributions 
are the many public education activities carried out 
as part of World Mental Health Day in 2002 (Theme: 
the effects of trauma and violence on children and 
adolescents) and 2003 (Theme: emotional and be- 
havioral disorders of children and adolescents), 
using the excellent educational material dissemi- 
nated by the World Federation for Mental Health. 
However, general knowledge among the public in 
Africa about mental health problems in children 
and adolescents, and about their emotional develop- 
ment and needs, remains at a low level, especially in 
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rural areas. Olawatura (2001) discusses some of the 
traditional beliefs that child mental health workers 
in Nigeria need to take into account when attempt- 
ing to modify potentially harmful parenting and so- 
cial practices: the challenge is to »work through and 
with native ideas in a manner that promotes under- 
standing of sound principles of mental health, while 
respecting native beliefs and practices . . . which may 
conflict with those of the professional... encoun- 
tered in his or her own childhood . . .« 

For most countries in Africa, transforming ex- 
isting curricula, e.g., for nurses, to provide adequate 
training in mental health, requires external donor 
funding and expertise. The greater challenge lies 
in implementing the new curriculum. Mental health 
facilities which are less than ideal for training pur- 
poses is one such challenge, but even more problem- 
atic are the difficulties inherent in recruiting and re- 
taining suitable teachers. Once recruited, they usual- 
ly have to be sent out of the country for training, 
either to a neighboring country or overseas. Few re- 
turn to their home countries, and effective mecha- 
nisms for bonding and for preventing such attrition 
have yet to be found. 

Brain drain equally affects doctors sent overseas 
for psychiatric training. The well-resourced psychiat- 
ric services of many northern countries are staffed by 
African psychiatrists whose poor countries of origin 
struggle to provide basic health care. The current un- 
ethical practice of luring health care workers of all 
disciplines from developing countries to emigrate 
to high-income countries reinforces the global 
wealth-poverty differential and increases the illness 
burden among the poor. Unfortunately, many African 
psychiatrists who do return to Africa move to coun- 
tries wealthier than their own. With regard to child 
psychiatrists, there appear to be less than 40 in the 
whole continent, of whom more than half are in 
South Africa. There are even fewer child mental 
health specialists in other disciplines. This deficiency 
must be addressed. Fully functioning and effective 
primary-care-oriented mental health systems of care 
for children and adolescents cannot be sustained, 
even in developing countries, without a core multi- 
disciplinary team of child mental health specialists. 

South Africa is the only country in Africa with a 
national child and adolescent psychiatry associa- 
tion, and the only country which offers accredited 
training in child and adolescent psychiatry. The 
World Psychiatric Association has been instrumen- 
tal in reviving the African Association of Psychiatry 
and Allied Professions, but as yet there is no Child 
and Adolescent Psychiatry section. 



8.3.4 Research 



Research-based evidence, and program evaluation 
skills are critical ingredients of an effective system 
of care. In developing countries, research programs 
are difficult to develop and to sustain. The reasons 
are complex, and were the main theme of an inter- 
national WHO meeting held in Cape Town in De- 
cember 2002: Research for Change: Research on 
Mental Health and Substance Abuse in Developing 
Countries. The issues are the same for Africa as 
for other developing areas of the world, and include: 

1. Lack of funding 

2. Lack of support for research from policy makers, 
service providers, and even clinicians 

3. Lack of research training programs 

4. Challenging environments, e.g., poor infrastruc- 
ture and technology, war 

5. Competing clinical demands and few specialist 
clinicians 

6. Brain drain 

7. Lack of access to journals, both printed and on- 
line 

8. Lack of access to regional or international scien- 
tific meetings 

9. Publication bias against developing countries 

Nevertheless, good research is being conducted in 
Africa, although only some finds its way into publi- 
cations, and only a small proportion is concerned 
with children and adolescents. In a review of 
2001-2002 indexed mental health publications from 
developing countries, Saxena and Maulik (2002) 
found that 15% originated in sub-Saharan Africa, 
which puts the continent fourth highest among 
the 6 WHO regions. Not only is there a substantial 
amount of research which remains unpublished in 
Africa, there are also many lost opportunities for re- 
search which would greatly benefit the development 
or improvement of systems of care for children and 
adolescents. For instance, ethnographic studies, and 
the study and evaluation of existing or new models 
of clinical or community care, would be of enor- 
mous value. 

Finally, in concluding this section on systems of 
care, a number of critical points need to be high- 
lighted. In Africa, and many other developing re- 
gions of the world, care outside of health facilities 
and services arguably makes a greater difference 
to the mental health of children and adolescents 
than do formal systems of care. This is so because, 
even in the most stable countries in Africa, everyday 
life is no longer the facilitating environment it 
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should be for our children, apart from those envir- 
onments which are positively toxic. It is therefore 
not realistic to expect that health sector reforms, 
by themselves, will necessarily enable children and 
adolescents to attain optimal mental health. The 
same argument applies to community based inter- 
ventions, e.g., for HIV/AIDS. Unless poverty is alle- 
viated, education and skill development extended, 
infrastructure established, and quality of life im- 
proved, organizing systems of care may be largely 
a whitewashing exercise. This is one of the lessons 
which Africa and other developing regions can con- 
tribute to the international community. Wing et al. 
(1992) reinforce this caveat, in a discussion of qual- 
ity assurance models for evaluating services, when 
they maintain that three components are essential 
for optimal personal and social functioning, 
namely: optimal treatment and care, optimal social 
opportunities and environment, and optimal self-at- 
titudes and motivation. 

Even the best designed systems of care are only 
as good as their evaluation finds them to be. Leaf 
(1998) stresses the need for broad evaluative mea- 
sures, which include ethnographic and qualitative 
studies, and which encompass caregivers and com- 
munity institutions. Implicit in both Wing’s and 
Leaf’s approaches is the concept that care is more 
than treatment. For care to be truly effective, the so- 
cial context, as well as individual attitudes and mo- 
tivation, must be actively engaged. Too often good 
treatment is offered without monitoring and ensur- 
ing that it is well utilized. Providing an actively en- 
gaged warm, continuous, accessible, nurturing, and 
personal therapeutic relationship is as essential for 
systems of care as it is for parenting. Without it, care 
is as beneficial for its recipients as providing only 
the material necessities is for children. In mental 
health, care cannot be separated from the carer. 

Current wisdom recognizes that adoption and 
support by countries of a child and adolescent men- 
tal health policy is essential for existing systems of 
care to be effective and sustainable. Shatkin (2004) 
conducted an international survey in 2001 to identi- 
fy countries with child and adolescent mental health 
policies. Only 7% of countries worldwide were 
found to have a clearly articulated child and adoles- 
cent mental health policy (14 countries, only one of 
which, South Africa, is situated in Africa), and not a 
single country was found to have a policy strictly 
pertaining to children and adolescents alone, ac- 
cording to the criteria used by the investigator. Of 
the remaining 20 countries with policies having 
some reference to or impact on children and adoles- 



cents, 5 are in Africa (Botswana, Ghana, Mauritius, 
Mozambique, and Nigeria). The WHO Mental 
Health Policy Project has recently been established 
to promote and assist countries to develop and im- 
plement policies, and a Child and Adolescent Mental 
Health Policy Module is expected to be available in 
2004. 



8.4 The Way Forward for Africa 



8.4.1 Policy Development 



The way forward for Africa, and all countries, is to 
develop and adopt mental health and child and ado- 
lescent mental health policies as a first priority, in 
order to ensure implementation and evaluation of 
strategic plans and programs. For those countries 
without an existing mental health policy, any child 
mental health specialists, or a strong NGO lobby 
for child mental health, it is likely that the impetus 
for developing a child and adolescent mental health 
policy will need to come from international develop- 
ment or advocacy organizations such as the World 
Health Organization, the World Federation for Men- 
tal Health, or the World Bank (Institute of Medicine 
2001). External consultants will need to be recruited 
who are able to engage with the national mental 
health coordinator and local mental health experts 
to design a country-specific, cost-effective, sustain- 
able, and culturally appropriate policy. This exercise 
must also build sufficient capacity in key staff to en- 
able the process to be sustained after the consulta- 
tion has ended. 

The recommended content for policies is fully 
documented in the various modules of the WHO 
Mental Health Policy Project. Policies should cover 
the following areas: 

1. Planning and budgeting 

2. Intersectoral collaboration 

3. Advocacy 

4. Legislation and human rights 

5. Information systems 

6. Research and Evaluation of policies and services 

7. Quality improvement 

8. Organization of services 

9. Essential drug procurement and distribution 

10. Human resources and training 

Adopting a national child and adolescent mental 
health policy is only the beginning of the process. 
In many countries, service provision is the respon- 
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sibility of individual provinces or states, not na- 
tional government. In such cases, a strategic plan 
geared towards provincial priorities and circum- 
stances needs to be submitted to provincial govern- 
ment, together with a business or operational plan 
detailing the proposed programs with their budgets 
and time lines. In South Africa, national Policy 
Guidelines for Child and Adolescent Mental Health 
were adopted in 2003, and within the same year a 
national meeting was convened in which provincial 
mental health coordinators were assisted with indi- 
vidual planning of the various steps required to im- 
plement programs in their provinces. 

There are many potential obstacles to reaching 
the final stage of implementation, evaluation and 
quality improvement of child and adolescent mental 
health programs in countries of Africa and other de- 
veloping regions (WHO 2003). Besides the availabil- 
ity of sufficient funding, is the issue of capacity. A 
primary health care oriented system cannot be sus- 
tained without specialist input. Child and adolescent 
primary mental health care programs require for 
their planning, implementation and evaluation, 
trainers, clinicians, and researchers skilled in child 
and adolescent mental health. As most African 
countries have few mental health specialists, and 
no child and adolescent mental health specialists, 
adoption of policies will not lead to effective imple- 
mentation without redressing this situation (Desjar- 
lais et al. 1995). 

Providing training for clinical, research and pol- 
icy development skills in child and adolescent men- 
tal health will, for most countries in Africa, require 
external funding and expertise. Acquiring these de- 
pends equally on local as well as on international in- 
terest and initiative. It is important that as much of 
the training as possible takes place in the country 
where the trainees will be working, or at least on 
the continent of Africa, rather than in a foreign en- 
vironment abroad. Training of health care workers 
should incorporate local idioms related to mental 
health, such as »thinking too much« (kufungisa) 
in Zimbabwe (Abas et al. 1994). Within Africa, there 
is sufficient local expertise to develop and organize, 
with external support, child and adolescent mental 
health training centers of excellence for both English 
and French speaking professionals. 

Issues relating to social context in Africa form 
another constellation of potential obstacles to imple- 
mentation of policies. Besides disruption due to 
armed conflicts or epidemics, there are numerous 
and wide-ranging critical issues like lack of infra- 
structure, stigma, illiteracy, the rights of women, 



and cultural differences (Gureje and Alem 2000; 
WHO 2003). Solutions need to be found for the or- 
ganizational problems underlying the poor avail- 
ability and distribution of essential medications in 
so many African countries. Stigma associated with 
mental health is reinforced by the terrible condition 
and location of most psychiatric facilities in Africa, 
and keeps many people from coming forward for 
treatment. Public education should prioritize the 
use of the radio and television media, to which the 
majority of the African population was access, de- 
spite widespread poverty and high illiteracy rates. 
As the rights of children are inextricably bound 
up with the rights of women, having a child and 
adolescent mental health policy and being a signa- 
tory to the Convention on the Rights of the Child 
needs to be supplemented by policies and plans to 
ensure that women’s rights are guaranteed and their 
health care and other needs met. 

Child and adolescent mental health programs 
will not be fully utilized or be fully effective unless 
Western and indigenous African approaches are in- 
tegrated. Commenting on lessons and insights 
learned from the Christian Children’s Fund Project, 
invited by the Angolan government to provide post- 
war psychosocial services, Wessels and Monteiro 
(2000) state that: 

One of the main insights of the project was that 
children often benefit most through the integra- 
tion of indigenous and Western approaches. 
Since many of children’s war-related stresses 
were spiritual and were grounded in a local be- 
lief system, Western approaches by themselves 
would have been incomplete and ill suited to 
the local context ... At the same time . . . without 
sensitization and training, local people typically 
do not connect their children’s problematic be- 
haviors with the children’s experience of war 
and violence. Nor is there typically a compre- 
hensive understanding of children’s psychoso- 
cial needs. The Western elements of the training 
seminars enabled people to see their children 
with new eyes, to understand their children’s 
needs more completely, and to learn a variety 
of methods for helping children to come to 
terms with their war experiences and to achieve 
healthy social integration. No cultural system for 
understanding and assisting children is com- 
plete in itself. 

The recent adaptation of interpersonal psycho- 
therapy in a project in rural Uganda is an excellent 
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model of how to integrate western treatment into a 
local culture to ensure that a good treatment modal- 
ity becomes good care (Verdeli et al. 2003). Cultural 
competence is as important when working in cultu- 
rally diverse populations, as it is when introducing 
western approaches into nonwestern cultures. A cul- 
turally competent system of care »acknowledges and 
incorporates at all levels the importance of culture, 
the assessment of cross-cultural relations, vigilance 
towards the dynamics that result from cultural dif- 
ferences, the expansion of cultural knowledge, and 
the adaptation of services to meet culturally-unique 
needs« (Ndlela 1995). All staff working in multicul- 
tural settings need to be trained in »cultural compe- 
tence, which is a set of congruent behaviors and at- 
titudes among professionals that enable them to 
work effectively in cross-cultural situations«. This 
includes providing services in the local languages. 

8.4.2 Other Initiatives 



Caring for the mental health needs of children and 
adolescents cannot be delayed until unique policies 
and strategic plans have been developed and put in 
place by the mental health sector. In a great propor- 
tion of African countries, due to limited resources, 
there needs to be a major focus on general health 
workers, general mental health workers, school per- 
sonnel, and other nonspecialized workers who will 
be providing most of the available child mental 
health services. Developing school mental health 
programs, and training traditional healers, can be 
cost-effective ways of increasing access to child men- 
tal health services (Seif El Din et al. 1996). Mental 
health interventions can also be piggy-backed onto 
those of other sectors which have resources. For in- 
stance, in recent years many African countries have 
received major international funding for programs 
to combat HIV/AIDS. Interventions targeted at the 
mental health of orphans and vulnerable children 
can be included in these programs. Similarly, inter- 
ventions directed at youth violence, substance abuse, 
and sexual behavior can join up with school-based 
programs financed by the Ministry of Education. 

Nongovernmental organizations in Africa re- 
spond to many mental health needs of children 
and adolescents, but a mechanism needs to be devel- 
oped for reducing duplication and fragmentation of 
services, for sharing best practices, and for recipro- 
cal support and complementarity with the state sec- 
tor. Similarly, meaningful dialogue and information- 
sharing needs to take place between the biomedical 



and traditional healing systems in order to develop 
appropriate mutual expectations and collaborations, 
which are likely to be of greatest benefit to the users. 

When the value of their expertise is recognized 
and used by governments, the academic and profes- 
sional sectors are able to play a vital role in the de- 
velopment of mental health systems of care for chil- 
dren and adolescents in Africa. Even when not em- 
powered by government, they can make important 
contributions in training and research, and in de- 
signing, conducting, or evaluating interventions. 
To sustain their activities and necessary self-devel- 
opment, academics and professionals need to orga- 
nize themselves and network nationally, regionally, 
and internationally. For many countries in Africa, 
this is impossible without external funding and sup- 
port. The World Psychiatric Association recently 
launched an initiative to organize and provide scien- 
tific support for psychiatrists and allied professions 
in Africa (Okasha 2002), but similar initiatives in the 
realm of child and adolescent mental health are 
lacking. The absence of Africans at many interna- 
tional child and adolescent mental health scientific 
meetings is a loss for both Africa and the interna- 
tional community. The 1996 Declaration of Venice: 
Principles for Organizing Mental Health Systems 
for Children and Adolescents needs to be trans- 
formed into an international Declaration which re- 
flects the situation in developing as well as indus- 
trialized nations (Young and Ferrari 1998). 

8.4.3 Systems of Care in Africa: 

The Future 



There is no universal blueprint for child and adoles- 
cent mental health care, just as there is no single, 
universal strategy for preventing mental health 
problems. Desjarlais et al. (1995) suggest a three- 
pronged conceptual frame for the organization of 
action to promote mental health in low-income 
countries: 

1. Through health services and appropriate medi- 
cal technologies 

2. Through a new generation of public health inter- 
ventions and 

3. Through relevant national and international 
policy innovations 

They prioritize seven areas for international con- 
cern, all of which are applicable to Africa. The 
World Health Report (2001) lists the minimum ac- 
tions across ten fields, which are required for mental 
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health care in countries with low, medium, or high 
levels of resources. Gureje and Alem (2000) draw at- 
tention to the increasing need for mental health pro- 
grams in Africa, and call for health planners »to re- 
think the customary ways of viewing the health 
needs of their communities«. They add that »in 
many countries, mental health services are placed 
on the political agenda by a combination of advo- 
cacy groups and enlightened citizens«. Such country 
initiatives are likely to remain vulnerable or limited 
in scope without international support. 

The benefit of international initiatives was 
borne out by the 2002 WHO Meeting in Cape Town, 
Research for Change: Research on Mental Health 
and Substance Abuse in Developing Countries, 
which resulted in critical insights, important recom- 
mendations such as setting up training centers in 
developing countries, and new north-south research 
partnerships. Another important WHO initiative 
was the meeting Caring for Children and Adoles- 
cents with Mental Disorders: Setting WHO Direc- 
tions, convened in Geneva early in 2003, of leading 
world experts and organizations in the area of child 
and adolescent psychiatry. The meeting recom- 
mended, among others (WHO 2003), that: 

1. Due consideration of child and adolescent men- 
tal disorders should be incorporated into all 
WHO initiatives relating to either overall health 
or specific mental health. 

2. A Global Child and Adolescent Mental Health 
Action Plan should be established within the De- 
partment of Mental Health and Substance 
Abuse. 

The future of child and adolescent mental health 
systems of care in Africa, and other developing re- 
gions of the world, is to some extent dependent on 
international initiatives of this kind, together with 
concrete support from the international community. 
However, it is equally true that international inter- 
ventions of whatever persuasion need to forge ethi- 
cal, equitable partnerships, which develop and sup- 
port rather than control or exploit resources and ex- 
pertise in developing nations. 

With reference to regional initiatives for child 
and adolescent mental health care, Dawes and Do- 
nald (2000) present some principles for commu- 
nity-based interventions with children in high-risk 
southern African environments: 

1. interventions should be informed by a knowl- 
edge of developmental pathways and epochs«. 
Different risk reduction strategies are appropri- 
ate for different ages. Such strategies do not nec- 



essarily succeed unless early interventions are 
supported by later ones. They cannot be ex- 
pected to succeed in the face of overwhelming 
poverty, poor nutrition, and substandard 
schools. 

2. »Where possible, interventions should be under- 
taken at multiple levels«. 

Within the limited resource contexts of most 
southern African countries, the family and the 
school present the best opportunities for inter- 
vention. 

3. interventions should combine cultural and de- 
velopmental sensitivity«. 

Adults need to be convinced that changing their 
behavior is necessary for the good of their chil- 
dren. 

4. interventions should promote community par- 
ticipations 

Community participation promotes capacity de- 
velopment, and rebuilds fragmented community 
relationships. 

5. interventions should build on, and promote, 
protective factors«. 

Interventions can be strengthened by an under- 
standing of whether protective, compensatory, 
or challenge models of resilience (or all three) 
are most appropriate to their design. 

8.5 Conclusion 



For Africa, it is not a choice between medication or 
psychosocial interventions, prevention or rehabilita- 
tion, primary care or specialist care, research or ser- 
vice, poverty alleviation or universal education, psy- 
chotherapy or indigenous healing, public health or 
mental health, but the best balance between all of 
these that can be achieved, given each country’s par- 
ticular situation, their resources and constraints, 
and their ability to attract and sustain appropriate 
international support. We hope we have shown that 
international support is not a one-way street. Africa 
is not only rich in minerals, but also in vitality, 
spirituality, social capital, and many other re- 
sources. These riches are waiting to be shared with 
those with the insight to see how much they stand to 
gain by partnering with Africa to promote mental 
health, especially the mental health of its children 
and adolescents. 
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9.1 Introduction 



This chapter will give an account of how the child 
mental health service in Kosovo came to be in the 
immediate aftermath of NATO air strikes, and detail 
the practical difficulties encountered in getting the 
service established. It will describe how the service 
worked, and the kind of problems that presented. 
The accounts will provide the perspective of a child 
psychiatrist working in a humanitarian aid capacity 
on behalf of a nongovernmental organization and 
that of a national staff member trained as a psychia- 
trist and the first member of a new child psychiatry 
training program in Kosovo. The chapter discusses 
the issues raised by humanitarian intervention in 
a complex emergency, the cultural validity of wes- 
tern services, its acceptability with the local popula- 
tion and the methods of intervention adopted. 
Lastly, the chapter explains what happens when 
nongovernmental movements and donors withdraw 
and what are the day-to-day difficulties of sustaining 



a new service in the long term. A more personal 
style is used throughout to convey more clearly 
and effectively the experience with its dependence 
on historical circumstances, chance, serendipity, 
and personal encounters. 



9.1.1 Beginnings 



The senior author first became involved in Kosovo 
in 1989. At that time it was a province of Yugoslavia, 
with a population of 2 million, 90% of whom were 
Albanians. Since 1974, the province had had an 
autonomous status almost equivalent to the other 
republics of the Federal Republic of Yugoslavia. Fol- 
lowing the removal of the province’s autonomy that 
year, there ensued 10 years that were extremely dif- 
ficult for the whole population. Large numbers of 
Albanians were dismissed from their jobs, in partic- 
ular within the health service and the university 
medical school. In response, the Albanians set up 
parallel structures in the form of private and chari- 
table health facilities, and created a separate univer- 
sity medical school run out of private houses, with 
only limited access to clinical cases. The State sector 
also suffered from a lack of resources. Some Alba- 
nians were able to keep their jobs within the state 
sector, particularly in psychiatry (Jones 1993). After 
the conflict escalated to full-scale war in the summer 
of 1998, the state health service in rural areas ceased 
to function, and Albanians from the conflict areas 
could no longer reach the cities because of security 
concerns. Most of those with access to the service no 
longer had health insurance, as they were unem- 
ployed, and lacked the means to pay. In October 
1998, international negotiation led to an agreement 
with the government in Belgrade that allowed civil- 
ian monitors into the province and humanitarian 
organizations access to the rural population. 
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Child Advocacy International (CAI) employed 
the senior author to become program manager for 
two emergency mobile primary health care clinics, 
and to respond to the emergency mental health 
needs in rural areas providing training for mobile 
clinic primary health care staff in emergency mental 
health. The problems encountered ranged from the 
grief and stress responses engendered by the losses 
and horrors of the continuing counterinsurgency 
campaign, to the full range of conventional acute 
and chronic psychiatric problems of a population 
unable to access normal health care. In March 
1999, after the failure of the talks at Rambouillet, in- 
ternational humanitarian organizations were evacu- 
ated from the country and most agencies began to 
provide services for the expelled Albanian popula- 
tion on the Macedonian and Albanian borders 
(Mastnak 1999). In June 1999, NATO air strikes 
ended after Slobodan Milosevic agreed to the with- 
drawal of Serbian security forces and to allow the 
province to be administered by the United Nations 
until the question of its final status was resolved. 
Some 3,500 people had been killed in the 2 years 
of violent conflict and some 800,000 expelled from 
the country. At that point, it was possible to return 
and try to pursue the original goals. 

CAI had almost completely exhausted its funds 
running emergency pediatric and mental health ser- 
vices on the Albanian border; but still found money 
to allow for tracking down what had happened to 
former patients in the most conflict affected areas 
of the province, to run emergency clinics, and to 
see if further funding could be found. What follows 
are edited extracts of the senior author’s diary from 
those first few months. 

9.1.2 Personal Experiences 



16 June 1999 

We left Kukes at 4.30 this morning in a back-to-back 
queue of tractors and cars waved over the border by 
Albanians and German NATO soldiers alike. Nine 
thousand Kosovo Albanians crossed yesterday. They 
are not listening to UNHCR’s suggestions that they 
wait. They want to get back before any more homes 
are burnt by departing Serbs, or looted by Kukes 
bandits. All the way to Prizren we passed shouting, 
cheering, and flag-waving families. At Suva Reka, an 
hour south of Prishtina, the scenery changed: burnt 
and shattered houses and another long convoy of 
tractors. Only this one looked different. The trailers 



were loaded with more possessions than people: 
fridges, washing machines; a young woman stared 
at me blankly. Opposite her on a substantial sofa, 
an older one held her head in her hands. »Serbs 
leaving« Shkumbin, our country director, muttered. 
These children were not shouting and waving, not 
even three-fingered gestures of defiance. The most 
striking thing about Prishtina is its emptiness. 
The Grand Hotel is stuffed with media, but every- 
where else the streets are deserted. All the shops 
and cafes are either boarded up or trashed. 

I got up to go to a World Health Organization 
meeting on the situation at the hospital. Apparently 
it is in chaos: very few patients, and only 20% of the 
Serb staff remain. The Serb director Dr. G. is dis- 
cussing with lawyers the way previously dismissed 
Albanians can be integrated back into their jobs - 
but at the same time we are informed some 25 Serb 
doctors coming from Belgrade to help! Dr. Afrim, 
my psychiatric colleague, watched Serb doctors load 
all the equipment from one Prishtina health care 
center onto a truck today. They stopped when he 
called KFOR (the international Kosovo Protection 
Force). He muttered in my ear that the Albanian 
doctors have given up negotiating with G. They plan 
to have a demonstration tomorrow to inform him 
that he is no longer wanted as director and to take 
their jobs back. 

18 June, Prishtina 

It was a very peculiar demonstration. Anxious-look- 
ing Serb doctors clustered together in the anteroom 
of the surgical department eyeing a large crowd of 
Albanian doctors, who, having discovered that the 
director was absent, had no clear idea of what they 
wanted to do. Media hacks pecked at the edges of the 
crowd, interviewing anyone willing. At one point 
two KFOR soldiers arrived. An irate Serb grabbed 
one of them and said »look, these are doctors who 
lost their jobs 10 years ago and now they have come 
back. You have to give us security«. Afrim was only 
sacked 3 days after air strikes began so this was not 
completely true. More KFOR appeared and put two 
armed soldiers outside the director’s office. Then 
some kind of a delegation formed itself and a KFOR 
man said »discussions are ongoing, why don’t you 
all take a bit of fresh air«. 
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22 June 

A soft-spoken American approached me after yet 
another health meeting: » Apparently President Clin- 
ton has made children’s mental health a personal 
priority. Would you be interested in submitting 
any kind proposal for funding to the Office for Dis- 
aster Assistance?« I stared at him in astonishment. I 
am not often offered money. »Give me 10 days«. 

We have no base in Prishtina; the adult psychiat- 
ric clinic is not a place to bring children and anyway 
there is no room. Dialeta, Shkumbin’s sister, would 
allow us to use her old flat as a consultation center. 
However, no one had been in it since before air 
strikes. I was worried about booby traps and wanted 
to get some KFOR people to check it out first, but 
Dialeta did not want to wait, so a group of us walked 
across the hot, strangely silent city to explore. The 
place had been sacked, but once cleared of debris 
it looked like a beautiful place to have a clinic: quiet, 
with enough space and a garden. 



23 June 

It is still not clear who is running Prishtina hospital, 
let alone Kosovo. In neuropsychiatry last week the 
Serbian doctors were working alongside the Alba- 
nians, but »separately« insisting on seeing their 
own patients, and doing their own »on calk, until 
they realized they had not enough cover, so they 
asked the Albanians for help. The Albanians said 
fine, but would not accept Serb authority over them. 
This week all the Serb doctors have gone. Only 
nurses and patients remain. Professor Bosniaku told 
me it was their choice. They were welcome to stay, 
but not in Director positions. And if they cared 
about Kosovo they would stay. »Their director came 
into my office 10 years ago and said he was taking it 
over, but I did not leave. I continued to work here, I 
insisted. And when people were rude, I still did not 
go. They leave to make politics and they will say they 
were driven«. 



29 June, Klina 

The weekly NGO health coordination meeting has 
devolved into five sectoral meetings. There are 
now 60 NGOs attending the mental health meeting 
so it has split into five working groups. As I am 
the only person in the child psychiatry working 
group, I am skipping meetings to write my proposal 
and carrying on clinics. In Klina today I saw a flat- 



faced, exhausted boy who survived the summary ex- 
ecution of ten of his friends, a girl with panic attacks 
whose brother is one of 93 men in the town gone 
missing, and a family of five almost completely si- 
lent children, all under nine. Their thin and ex- 
hausted-looking father told me they had just come 
down from the mountains where they have not done 
much speaking for 3 months, as he had to tell them 
to be quiet the whole time for fear they might be 
found. The children stared wide-eyed at my toys, 
but were too nervous to touch, just nodding their 
heads when I asked if they would like me to bring 
my toys to their house next week. 

Then we went to visit a man whom I first saw last 
week. He had come home to find his house burnt 
and the skeletons of what he assumed were his ex- 
tended family, including 11 children, lying among 
the charred timbers of one of the rooms. Last week 
he showed us: shoes were still piled up outside the 
door, a ring of machine-gun bullets round the wall 
and human skeletal remains among the rubble sug- 
gested what had happened. We sat on a rug in the 
long grass among the apple trees, the garden stink- 
ing of death, while he asked how he should tell his 
own children how their cousins had died. He also 
wanted me to get hold of a scene of crimes team, 
so that he could move the bodies and bring the chil- 
dren home. That at least had happened, and I found 
four small children playing happily in the orchard. 
Father has decided that after all he is not sure 
who has died, so for now he has told them nothing. 
I am always amazed by how we cling to hope. I have 
two girl patients in another town whose entire fam- 
ily and neighbors were rounded up and shot to 
pieces around them. They warded off the bullets 
with their arms and were taken by other soldiers 
to Prishtina hospital. Arlinda saw blood appear on 
her 12-year-old cousin’s coat, and her brother’s head 
explode. But although her mother was right beside 
her, she did not actually see her die so she told 
me she thinks that she might be alive. One of the 
problems is that burnt and paperless bodies are 
hard to identify, and the war crimes investigators 
are not doing this detailed work at present. 



7 July, Drenica 

I finally seem to have tracked down all my old pa- 
tients; most of them are well. Some of them are 
dead. None of them left Drenica. For the most part 
women and children seem to have been pushed from 
one village to another in convoys, sometimes being 
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given flour by Serb forces, sometimes being shelled. 
The boys and men kept moving or hiding or fight- 
ing. The other day Illir came hurtling after me on 
crutches. He has survived 3 months alone in the 
hospital. Their house is wrecked, and the whole 
family is in Prishtina. I spent one Sunday playing 
football with Simon and his sister. The three chil- 
dren are the sole survivors of the massacre of 22 rel- 
atives, including their pregnant mother. We did play 
therapy for 2 months before air strikes, and in spite 
of a second period of upheaval, they appear remark- 
ably well. Their uncle is already rebuilding their 
house for the second time. Today, I found Faton 
and his whole family at home, an empty chair out- 
side the door to indicate mourning, but the whole 
family welcoming. It seems that the grandfather 
was one of 18 killed in another massacre. The last 
mother saw of him was with other men, stripped 
with his hands against a wall. She and the other 
women and children were pushed on to Skenderaj. 
Faton had already escaped out of a window when 
the tanks came into the village. He spent the next 
3 months being extraordinarily resourceful, avoid- 
ing one fatal selection by pretending to be disabled 
and jumping into a line of women, another by run- 
ning away while a soldier was reloading his gun. Fa- 
ton was one of my sickest children prior to air 
strikes. He had seen his father and brothers tortured 
and killed in front of him and had severe traumatic 
symptoms. I had been working with him until I was 
evacuated. Now he told me he was very well, no 
nightmares, no fear, and only occasional sadness. 
He thought it was thanks to the fluoxetine I began 
at the point when I knew I might leave abruptly, 
but as he had lost the packet in the first onslaught 
I said it might have more to do with discovering 
his own abilities and strength. 

9.2 Setting Up the Service 



Humanitarian intervention, and psychosocial inter- 
ventions in particular, are currently the subjects of 
interconnected debates. Briefly summarized, there 
have been increasing calls for a shift from what is 
seen as the colonial legacy of humanitarian philan- 
thropy: in which a professional international aid 
worker elite provide a massive short-term effort to 
assist a particular country to recover from disaster 
and then move on. This approach is criticized as pa- 
ternalistic, sentimental, and inappropriate to today’s 
complex emergencies, which may be chronic or per- 
manent. What is required is long-term, sustainable 



commitment, detailed political understanding, 
rights-based agendas that empower local actors 
rather than patronize them (Slim 1995). Similarly, 
within the field of psychosocial interventions there 
have been critiques of the assumptions underpin- 
ning trauma programs established in conflict and 
postconflict regions - in particular that they are 
based on western criteria for diagnosis and treat- 
ment, that may be culturally inappropriate, and that 
they may pathologize normative responses and un- 
dermine local systems of coping (Summerfield 
1999). Meanwhile, both critics and advocates of 
trauma programs have been admonished for ne- 
glecting the impact of disabling psychiatric condi- 
tions, which have been found in postconflict socie- 
ties worldwide (Silove, Ekblad et al. 2000). 

9.2.1 The Kosovo Mental Health 
Service 



Kosovo in the summer of 1999 presented all the 
problems of a complex emergency. A large propor- 
tion of the population had been exposed to violence, 
displacement, and massive losses in addition to 
10 years of discrimination and human rights abuses. 
The infrastructure had suffered from decades of ne- 
glect. Meanwhile, the complex system of administra- 
tion, continuing interethnic hostility, and the unre- 
solved political status of the province contributed to 
continuing insecurity and uncertainty. 

In a country emerging from war, where infra- 
structure and the state structure are in a crisis, it’s 
difficult to set a balance between the needs of an in- 
dividual and the society. This becomes even more 
difficult when a balance has to be set up between 
the approaches of the NGOs and those of the gov- 
ernment. The entrance of the NGOs in an uncoordi- 
nated way also deepens the crisis in the system of 
individual and professional values. On many occa- 
sions less-skilled individuals or nonprofessionals 
were being paid to provide assistance because of 
their language knowledge, while the professionals 
working within the state system provided assistance 
for free. Some NGOs provided adequate help, but it 
was less effective because of very bad coordination. 
Those NGOs that adapted their philosophy to the 
needs of the country were more successful than 
the others. 
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9.2.1. 1 Demography and Epidemiology 

The demographic balance in Kosovo is significantly 
different from the rest of Europe. Approximately 
55% of the total population is under 19 years of 
age, 13% are under 4 and another 23% between 5 
and 14 (Albanian health survey report 1999). Koso- 
vo lacked adequate public health data on the mental 
health needs prior to the conflict but data collected 
by CAI in the conflict areas prior to air strikes sug- 
gested that at least 1-2% of children had serious 
psychological problems that required skilled profes- 
sional help. 

For example, in the 6-week period during air 
strikes, working with Kosovar refugees of all ages 
in Kukes, Northern Albania, CAI accepted 15 cases 
of acutely disturbed children, a third of whom had 
previous psychiatric problems that had not been at- 
tended to in Kosovo. The smallest family unit in any 
of these cases was six members, and with each refer- 
ral it was possible to identify at least one other fam- 
ily member who required clinical help. After air 
strikes, health houses in rural conflict areas re- 
ported seeing two to three children with serious psy- 
chological difficulties each day. Many of these chil- 
dren had had psychological difficulties of some kind 
prior to the period of conflict. 

Studies both in developing and developed coun- 
tries suggest that 10-15% of children suffer from 
mental health problems, and another 3-4% from 
varying degree of developmental delay and learning 
difficulties (Pillay and Lockhat 1997). Thus, even 
without the effects of conflict and the harsh living 
conditions of the previous decade, we expected a 
significant number of children to be in need of men- 
tal health services. 



9.2.1. 2 Existing Mental Health Services 

in Kosovo 

Kosovar psychiatric services, as in the whole of the 
former Yugoslavia, were predominantly influenced 
by the Russian system, with resources concentrated 
on a biological and institutional approach to serious 
mental disorder in adults. What child mental health 
services existed were provided by adult psychiatrists 
with a strong biological orientation. In July 1999, 
most hospitals in the province lacked a management 
structure, and mobile teams of expatriate volunteers 
were still providing most primary health care. Alba- 
nian doctors were returning, and WHO planned to 
take over hospital administration. Although all the 
Serbian staff had departed, the psychiatric clinic 



was functioning and accepting patients. There were 
15 adult psychiatrists, but only one with specialist 
experience with children. The University Depart- 
ment of Psychiatry was reconstituting itself. It had 
had no psychiatric trainees for 10 years. It now ap- 
peared as if it might have at least 20 and there was 
no one to provide child psychiatry training. A num- 
ber of NGOs had set up psychosocial programs to 
provide some training in the identification of psy- 
chological disorders in children, but there was no 
local service to whom children with problems could 
be referred. The NGO programs gave little attention 
to serious psychological difficulties. 

In discussion with WHO and UNICEF, it was 
agreed that the best contribution CAI could make 
was to develop a child and adolescent mental health 
service, rather than a psycho-trauma service. We 
hoped from the outset to create a sustainable, cultu- 
rally appropriate service that met the locally identi- 
fied mental health needs of children and adolescents 
throughout Kosovo, and provide a training base for 
future specialists, as well as residents in general psy- 
chiatry. We wished it to be integrated with pediatric 
and primary health care services, and with adult 
psychiatric services, which were also being trans- 
formed into a community-based service. We wished 
to attend to severe unaddressed needs and to avoid 
an overextended role that could arise from treating 
the whole population as traumatized. Thus, educa- 
tion and support for other health professionals 
and NGO staff was an essential part of the service. 

In the first year, the clinics were located in the 
flat in Prishtina, which had doubled in size because 
of the displaced population, and in small towns in 
two of the most conflict- affected areas. In the second 
year, these two latter clinics were shifted to four 
main towns in order to be integrated with the overall 
development of community-based mental health 
services in Kosovo, and to provide access to the 
greatest number of people. This allowed for a more 
accessible, less stigmatizing service with close con- 
nections with primary health care. The residents 
and nurses also made family and school visits as 
needed, and some families were seen entirely at 
home. The service was open to children of all eth- 
nicities up to the age of eighteen, and their parents. 
We also saw older children in higher education, and 
in urgent cases where no other psychiatrist was 
available, adults. In each town in which we worked 
we informed the local health professionals, schools, 
and NGOs of our presence, and spent some time ex- 
plaining what kind of problems with which we could 
assist. We advertised the service on the local radio 
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and did occasional radio talks on children’s mental 
health problems. 

9.2.2 The Clinical Services 



In order to provide some means of evaluating the 
clinical service, the case load was audited at all the 
clinics over 2 years and data collected on 559 pa- 
tients (530 aged less than 20 years). The work was 
conducted under fairly difficult conditions. Fre- 
quently during the first year, clinics had to be closed 
for lack of power or security. Access was sometimes 
difficult. The assessment and treatment of patients 
and the residents’ training were the priorities. The 
supervisors and trainees developed the database 
over the 2 years, thus data was not collected on every 
patient and not all data categories are complete for 
all patients. The data provided are a fairly accurate 
reflection of the range and numbers of cases seen 
(O Tables 9.1, 9.2). However, a proportion of cases 
with more serious diagnoses still being seen at the 
end of the second year were not included in the 
audit because their cases remained open as they 
were still in therapy. 

In the first year, the most common reason for at- 
tendance was »exposure to a traumatic event«, even 
if the child was symptom free, because NGOs (the 
most common source of referral of this problem) 
or families were concerned that there might be fu- 
ture problems. Both the international and the gener- 
al community had »learned« that there might be a 
reaction, and were concerned. Stress-related disor- 
ders were the most common diagnosis, but even 
so, many of those referred had no psychiatric diag- 
nosis, or any disturbance, and the session was used 
for education and reassurance. 

In the second year, as the number of NGOs in 
Kosovo declined and the service became better 
known, self-referrals and referrals from the medical 
community predominated. Bedwetting (usually pri- 
mary enuresis) and behavior problems became the 
most common reasons for attendance. Behavior 
problems, summed up by the term »Nervoz« in Ko- 
sovo, took the form of irritability, or disobedience 
and aggression. This was often combined with sleep 
problems, and was distinguished by parents from 
fear, »Frike«. Learning disability and nonorganic en- 
uresis were the most common diagnoses in the sec- 
ond year. A variety of neuro-developmental difficul- 
ties also became more significant. In spite of large 
numbers presenting with behavior problems, rela- 
tively few children met the criteria for conduct dis- 



orders. As in the first year, a substantial number did 
not warrant any psychiatric diagnosis, but benefited 
from explanation and education and the mobiliza- 
tion of social support. 

A psychiatric service can play a significant role 
in »de-anthologizing« and normalizing in a war-af- 
fected society, and in treating minor disturbances. 
Families might have coped with many of the less ser- 
ious presenting problems in normal circumstances. 
However, the difficulties of postwar life - displace- 
ment and crowded living conditions - had made 
them insurmountable. Behavior problems often re- 
flected greater stress in parents, rather than an in- 
crease in conduct disturbance. Nocturnal enuresis 
is much worse a problem when beds are shared, 
and there are no adequate facilities for washing 
sheets. 

The substantial groups of children with more 
biologically based problems, and the cluster of older 
teenagers who presented with serious psychopathol- 
ogy justified the creation of an inclusive mental 
health service rather than just a psycho-trauma ser- 
vice. However, the large group with stress-related 
problems and mood disturbances, particularly in 
the first year, demonstrated that any postconflict 
mental health service needs the capacity to cope 
with traumatic reactions and grief and loss. At the 
same time, we were very aware that many of the 
cases we saw were a complex mix of social, psycho- 
logical, and physical difficulties that did not fit eas- 
ily into diagnostic categories and required long- 
term, comprehensive interventions sometimes be- 
yond our resources. 

Paradoxically, postconflict societies may also of- 
fer an opportunity, through access to humanitarian 
aid. Families who could not previously access help 
could now do so because of agencies working in re- 
mote areas and because of discussions on previously 
taboo topics. Problems such as domestic violence 
and sexual abuse that were previously little dis- 
cussed began to be recognized and to present at 
the clinic. The ability to identify abuse raised chal- 
lenges when there were as yet no established mech- 
anisms or facilities for child protection or for deal- 
ing with perpetrators. 

The most difficult problem was how to provide 
an adequate response for the large number of chil- 
dren with special needs in the absence of adequate 
social services and limited educational facilities. 
The high percentage of children with learning dis- 
ability, enuresis, and neuro-developmental difficul- 
ties resembles findings from developing countries. 
Poor access to good health services, poor educa- 
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□ Table 9.1. Reasons given for attending the child and adolescent mental health service, years 1 and 2 



Year 1 






Year 2 






Reasons 


n 


% 


Reasons 


n 


% 


Exposure to traumatic events 


32 


18.39 


Bedwetting 


61 


15.84 


Unspecified 


21 


12.07 


Behavior problems 


50 


12.99 


Behavior problems 


17 


9.77 


Fear 


29 


7.53 


Low mood or tearfulness 


11 


6.32 


Exposure to traumatic events 


25 


6.49 


Bedwetting 


10 


5.75 


Learning difficulties 


23 


5.97 


Somatic complaints 


7 


4.02 


Unspecified 


21 


5.45 


Fear 


7 


4.02 


Nightmares 


15 


3.90 


Learning difficulties 


7 


4.02 


Somatic complaints 


15 


3.90 


Nightmares 


6 


3.45 


Speech problems 


15 


3.90 


Sleep problems 


5 


2.87 


Stuttering 


13 


3.38 


Fits 


3 


1.72 


Developmental delay 


12 


3.12 


Poor appetite 


3 


1.72 


Poor appetite 


11 


2.86 


Strange movements 


3 


1.72 


Fainting 


8 


2.08 


Family difficulties 


2 


1.15 


Fits 


8 


2.08 


Developmental delay 


2 


1.15 


Poor concentration 


8 


2.08 


Forensic assessment 


2 


1.15 


Tearfulness or low mood 


8 


2.08 


Poor communication with others 


2 


1.15 


Assessment for family placement 


5 


1.30 


Poor concentration 


2 


1.15 


Sleep problems 


5 


1.30 


Speech problems 


2 


1.15 


Anger 


3 


0.78 


Stuttering 


2 


1.15 


Mute 


3 


0.78 


Withdrawn 


2 


1.15 


School refusal 


3 


0.78 


Deaf and dumb 


1 


0.57 


Separation difficulties 


3 


0.78 


Fainting 


1 


0.57 


Sleep walking 


3 


0.78 


Head injury 


1 


0.57 


Specific fear 


3 


0.78 


Mute 


1 


0.57 


Strange movements 


3 


0.78 


Overactivity 


1 


0.57 


Medication 


2 


0.52 


Strange behavior 


1 


0.57 


Strange feelings 


2 


0.52 








Suicidal ideas 


2 


0.52 








Tremor 


2 


0.52 








Withdrawal 


2 


0.52 








Breathing difficulties 


1 


0.26 








Financial support 


1 


0.26 








Hair pulling 


1 


0.26 








Masturbating 


1 


0.26 








Overactivity 


1 


0.26 








Poor communication with others 


1 


0.26 








Poor growth 


1 


0.26 








Severe mental retardation 


1 


0.26 








Soiling 


1 


0.26 








Strange behavior 


1 


0.26 








Talking to himself 


1 


0.26 








Tidiness 


1 


0.26 








Weight loss 


1 


0.26 



tional facilities, and poor obstetric care have all con- 
tributed (Pillay and Lockhat 1997; Somasundaram 
and van de Put 1999). Our aim was to support the 
family in dealing with the numerous behavioral 
problems that occurred at home, as well as diagnos- 
ing and treating any accompanying mental illness. 



9.3 Approach to Care 



Integrating all these elements has influenced child 
mental health services and health policy in Kosovo. 
Currently, they are divided into day programs and 




O Table 9.2. ICD-10 diagnoses for patients attending the child and adolescent mental health service, years 1 and 2 



ICD 10 
code 


ICD-10 diagnosis 


Males 


Females 


Total 


% 


Males 


Females 


Total 


% 


F07.02 


Postconcussional syndrome 


2 


0 


2 


1.30 


0 


0 


0 


0.00 


F20-23 


Schizophrenia, schizotypal and 
delusional disorders 


1 


0 


0 


0.00 


3 


1 


3 


0.80 


F31-34 


Mood disorders 


3 


6 


7 


4.55 


2 


3 


5 


1.33 


F41-42, 


Neurotic and somatoform 


4 


2 


9 


5.84 


5 


7 


12 


3.19 


F44-49.3 


disorders 


















F43. 1-43.2 


Stress related 


21 


18 


33 


21.43 


3 


12 


15 


3.99 


F50.0 


Anorexia nervosa 


0 


1 


1 


0.65 


0 


1 


1 


0.27 


F51 


Nonorganic sleep disorders 


3 


2 


5 


3.25 


8 


3 


11 


2.93 


F60 


Personality disorders 


1 


0 


0 


0.00 


1 


0 


1 


0.27 


F70-F79 


Mental retardation 


9 


3 


10 


6.49 


29 


20 


44 


11.70 


F80 


Specific speech and language 
disorders 






1 


0.65 






4 


1.06 


F90 


Hyperkinetic disorders 


0 


2 


2 


1.30 


2 


2 


4 


1.06 


F9 1-92.8 


Conduct disorders 


0 


0 


0 


0.00 


6 


0 


5 


1.33 


F93-94 


Disorders of social and 
emotional functioning 


1 


1 


2 


1.30 


1 


12 


13 


3.46 


F95-95.2 


Tic disorders 


2 


1 


3 


1.95 


2 


0 


2 


0.53 


F98.0 


Nonorganic enuresis 


6 


4 


10 


6.49 


29 


19 


58 


15.43 


F98.2 


Feeding disorder of infancy 
and childhood 


1 


0 


1 


0.65 


0 


0 


0 


0.00 


F98.5 


Stuttering 


1 


1 


2 


1.30 


12 


3 


15 


3.99 




Emotional and physical abuse 


1 


0 


1 


0.65 


0 


0 


0 


0.00 




No psychiatric diagnosis 


26 


35 


53 


34.42 


174 


68 


139 


36.97 




Assessment not completed 


4 


3 


7 


4.55 


5 


6 


11 


2.93 




Still attending 


0 


0 


0 


0.00 


17 


16 


33 


8.78 




Missing data 


0 


0 


5 


3.25 


0 


0 


0 


0.00 



96 Chapter 9 • Setting Up Services in Difficult Circumstances 




9.3 • Approach to Care 



97 



9 



parent programs, and there is a close relationship 
with pediatricians in treatment. Lack of space is 
one reason for an emphasis on the family as the best 
means of support for both children and adolescents, 
and this is likely to continue into the future. 

Establishing services that did not exist before 
the war is quite challenging, especially when local 
staff have been somewhat confused by the conflict- 
ing approaches offered by the international commu- 
nity. We were clear that for the service to meet the 
needs of the consumers it needed to be based on epi- 
demiological studies and evidence-based medicine. 
It also needed to have sufficient human and physical 
resources, be easily accessible, and avoid bureau- 
cracy. 

In the situation faced by Kosovo in 1999, there 
was a need to create short-term solutions which 
would offer immediate assistance to a particularly 
needy section of the population, and to create hu- 
man resources who would be both trainees and ser- 
vice providers. It was particularly important in Ko- 
sovo to both define the service as separate and dis- 
tinct from adult mental health services, and to use 
the expertise which already existed within the coun- 
try. Thus, although child psychiatry trainees came 
from the adult services, we worked most closely 
with the primary health care system, providing ad- 
ditional training for family practitioners. 

As explained above, the child and adolescent 
psychiatric service at the outset attracted large num- 
bers of families of the children with special needs, 
who attended out of desperation because of a lack 
of clinical and educational resources. The new struc- 
ture of the service encouraged families to take part 
in the evaluation and educational and developmen- 
tal process of infants. As the clinical service evolved, 
parents were encouraged to actively participate in 
the creation of a new mental health policy for chil- 
dren and adolescents. 

In developing a system of care for children and 
adolescents in Kosovo, the family is seen as the 
starting point and as the major support for the clin- 
ical work. Involving parents in information-seeking 
and decision-making regarding treatment was a ser- 
vice priority from the outset. Traditionally, doctors 
were seen as the ones to decide on the treatment 
of the child and often they were held responsible 
for cases of treatment failure. The confrontation of 
Kosovar society with sweeping changes in all as- 
pects of functioning is reflected in families in vary- 
ing ways, including family structure, the way in 
which emotions are expressed, communication, 
and adherence to a system of values. We noticed a 



movement from a focus on large families toward 
one of a focus on nuclear families. This change 
was included in the approach toward patients. Re- 
garding our own work, our emphasis was on the im- 
portance of working together with the family, rather 
than structured family therapy. 

In developing the service, every attempt was 
made to build a sensitive, culturally competent ser- 
vice that respected the values, beliefs, traditions, 
and customs of the parents during the intervention. 
This was reflected in both clinical work and train- 
ing. At its best when using a family work approach, 
we noticed on many occasions that the families ap- 
peared empowered to take more responsibility for 
their children rather than handing the problem over 
to the medical system. Our approach fit organically 
into a collaborative system of support and care 
which involved doctors, families, folk doctors, reli- 
gious persons, extended families, and schools. A 
balance was achieved between the powerful poten- 
tial effect of the network and the treatment. Respon- 
sibility for improvement was dispersed rather than 
concentrated on the physician. 

A number of cultural variables had to be consid- 
ered in Kosovo when creating the child and adoles- 
cent mental health service. Particularly in rural 
areas, families are mostly patriarchal, and the oldest 
male is the most powerful member of the family. 
When father is dead this may be a brother or older 
son. Other cultural factors matter: age (the respect 
for older people); income (there is a well function- 
ing system of mutual assistance, especially involving 
those working overseas); geographical location 
(those in rural parts prefer to work within extended 
families, rather than in institutions); the neighbor- 
hood (family decision-making can often be influ- 
enced by relatives or by those living close to the cli- 
ent); religion (religious persons such as imams and 
priests are engaged in the process of assistance and 
are often open to cooperation, especially when deal- 
ing with families); and children with special needs 
(many families prefer the child to remain within 
the family, rather than be sent to an asylum or hos- 
pital). Another significant factor was the very close 
relationship between the mother and the child. Par- 
ticularly because of postwar unemployment, 
mothers came to play a crucial role when helping 
the child. Because of the need to take all these cul- 
tural aspects into consideration and the fluidity of 
the situation, flexibility and responsiveness were 
the key factors in trying to offer a high-quality ser- 
vice. 
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9.4 Developing Child Psychiatric 
Specialists 



Child psychiatry was a new specialty; though as 
noted, some child mental health services had existed 
in the 1990s. Some argued that postconflict situa- 
tions were not the time to establish services, others 
that it provided an ideal opportunity for reform. 
There were understandable tensions between a gen- 
eration of doctors who had been dismissed from 
their jobs for over a decade and wanted simply to 
get back to work in a system with which they were 
familiar, and a younger generation who had not suf- 
fered to the same degree and had many ideas for 
change. Some feared the specialty would generate 
more work for those left treating adults; others 
pointed out that a good service for children would 
in the long run reduce the burden on adult services. 

The work of mental health professionals was 
very difficult, due to sweeping changes in the politi- 
cal, economic, social, and cultural spheres. Physi- 
cians found themselves affected by changes in so- 
ciety as a whole, within the family, and in the indi- 
vidual professional requirements. In countries in 
transition, lack of clarity regarding the part of pol- 
icy makers means that individual professionals find 
their relationships with all aspects of society in flux. 
A number of particular conditions affected psychiat- 
ric work: (a) societies tend to concentrate on basic 
needs, thus people only come to see the psychiatrist 
when problems are severe or when a psychiatric di- 
agnosis would bring certain financial benefits, such 
as a pension; (b) professionals tended to favor con- 
tradictory streams in diagnosis, evaluation, and 
training. Many professionals tried to imitate »wes- 
tern« methods of intervention, driven by a desire 
for change, and a wish for a new, possibly more effi- 
cient approach for both the patient and the family. 
When these methods were implemented as a 
»ready-made« recipe they often failed. First, they of- 
ten failed because they had not adapted to the cul- 
tural context and were less acceptable to the popula- 
tion. Second, because although some families 
grasped new methods, they favored a quick fix. 
Medication use was often inappropriate with no 
long-term benefit. Third, there was a lack of a health 
insurance system which made access to care for all 
difficult. Finally, methods tailored to the individual 
were not popular with extended families who fa- 
vored approaches that engaged them all rather than 
just one person. For all the above reasons, profes- 
sional conflicts occurred leading to an inability to 



come up with an agreed-upon approach. There 
was little respect for any collaborative protocols. 

A major problem with humanitarian interven- 
tions is that high rates of pay and additional train- 
ing allow foreign NGOs to recruit the best-qualified 
professionals, thus draining the public sector, but 
leaving the staff without employment when funding 
dries up. Much of our time in the first year was 
taken up with negotiations with the UNMIK admin- 
istration of the hospital and the Department of Neu- 
ropsychiatry to allow CAI to second two psychiatry 
residents for specialist child psychiatry training 
from an expatriate consultant child psychiatrist 
who would remain for at least 3 months at a time. 
The idea was that the residents would keep their 
hospital contracts and return to the psychiatry de- 
partment when their specialist training was over. 
They would then be in a position to provide special- 
ist services themselves and train others. 

The training program began with two full-time 
residents, one of whom had almost completed her 
training in Albania and had substantial child psy- 
chiatry experience. In the second year, two addi- 
tional part-time residents were recruited. In addi- 
tion, four nurses were recruited to assist the clinics 
and begin training in children’s mental health. 

The aim from the outset for CAI had been to 
provide both a clinical service and a training oppor- 
tunity. Training took the form of supervision and 
mentoring in the clinics and a regular weekly pro- 
gram of seminars, lectures, and case discussions 
for all the psychiatry residents. Funding was also 
used to set up internet access, create a comprehen- 
sive library, and provide two residents with the op- 
portunity to study for between 1 and 3 months in 
the United Kingdom. Because the expatriate consul- 
tant supervisors changed every 3 months, the resi- 
dents were exposed to a wide variety of approaches, 
and engaged in two-way exchanges as to the appro- 
priateness of western systems of diagnosis and treat- 
ment in the Kosovar context. 



9.4.1 The Training Experience 



In this context, the local doctors, Dr Aferdita Goq- 
Uka and Dr. Shahini, were included in the training 
program of child and adolescent psychiatry pro- 
vided by CAI. The clinical work was focused in sev- 
eral clinics established throughout Kosovo. Profes- 
sionals from abroad involved in the CAI project su- 
pervised local staff. This provided a formalized clin- 
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ical training experience. Having experts with differ- 
ent backgrounds was a good experience for the trai- 
nees. It was a challenge to integrate the many differ- 
ent approaches, but it afforded the opportunity to 
test personal abilities and choose the approach that 
suited us most. Including the local staff in the train- 
ing offered by an NGO, and providing experts from 
abroad for the development of the project, in a coun- 
try in chaos, was very positive. 

In the third year, all the residents returned to 
their hospital posts and the child psychiatry service 
was taken over by the state health system. CAI en- 
gaged in the physical rehabilitation of six outpatient 
clinics attached to primary health care centers and 
the running of a 1-year masters level program with 
international faculty in child and adolescent mental 
health. 

The success of this collaboration became visible 
after CAI closed its operation. Because many NGOs 
did not use this strategy, they left nothing behind. 
CAI left behind a local staff trained in child and 
adolescent psychiatry. The programs initiated by 
CAI were further developed by the local staff. The 
child and adolescent psychiatry clinics continue to 
function in the six biggest cities in Kosovo, includ- 
ing an outpatient clinic at the University Clinical 
Center (UCC) of Prishtina. Among the tangible 
products left behind was a fully equipped library, 
which provides an excellent opportunity for stu- 
dents to have access to the newest developments in 
child and adolescent psychiatry. The transition of 
responsibilities from CAI staff to local staff occurred 
without any problems because CAI had collaborated 
well with all the institutions of Kosovo. The leading 
institutions in Kosovo welcomed the running of the 
child psychiatry service by the UCC. 

9.4.2 Training to Support 
the Family Approach 



To achieve the understanding to be able to imple- 
ment the family approach there was additional 
training from different professionals including the 
University of Prishtina, the Institute of Mental 
Health and Recovery in Kosovo (IMHRK), the 
American Family Therapy Academy, the University 
of Illinois at Chicago, the University of Chicago af- 
filiated Chicago Center for Family Health, Linking 
Human Systems/The LINC Foundation, and the In- 
ternational Trauma Studies Program of New York 
University. In order to help in this work, materials 
were prepared for the parents on various disorders. 



This allowed the parents to be more cooperative in 
the treatment, and at the same time it diffused re- 
sponsibility for the success of treatment. 

9.5 After the NGOs Leave 



New staff have had to face many challenges in un- 
derstanding who was responsible for financing the 
new service, what the relationship should be be- 
tween adult psychiatry and child psychiatry, what 
the position is of child psychiatry in the process 
of educating physicians, and what is the future of 
adult and child psychiatry. For the local staff of doc- 
tors it was easy to continue working within the state 
institutions, but many who worked for other NGOs 
are still trying to find their place within the new 
mental health services system. They have no clearly 
defined roles and this is a big challenge for the lea- 
ders of the mental health services. 

Currently, child psychiatry is under the admin- 
istration of adult psychiatry. A rapport is slowly 
being established between adult and child psychia- 
try; conflicts are gradually being resolved. The child 
psychiatry service had previously been seen as the 
property of general psychiatry, and adult psychia- 
trists were still seeing some patients. This was done, 
in part, because of the very small number of child 
psychiatrists. The most important point for sustain- 
ing the training program and services is that child 
psychiatry should be accepted as a specialty in its 
own right, separate from adult psychiatry. The view 
of the authors is that, because of the demographics 
of the population and clearly identified needs, the 
service should not remain in its current status as 
a subspecialty. The fact that adult psychiatrists are 
referring increasing numbers of children to a child 
psychiatrist bodes well for the future. We also hope 
that the service can be fully available to families and 
children of all ethnicities in Kosovo, and that the 
security fears that prevent many Serbian children 
from attending the service will diminish. 

9.6 The Future 



In order to further develop mental health, and be- 
cause of the increasing needs of children and ado- 
lescents for these types of services, it is necessary 
to create a long-term strategic plan which will open 
the perspective for further development of this field 
of medicine. 
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According to the national strategic plan, the 
mental health of children and adolescents in the 
near future is going to be separated from adult psy- 
chiatry and it will have its own budget in the depart- 
ment of mental health, within the Ministry of 
Health. In the Ministry of Health, there will also 
be an official representative for child mental health. 

To support this outcome a multidisciplinary 
working team was established with the support of 
the Ministry of Health/Office for Mental Health. This 
team consists of experts in the field. The working 
group is addressing: 

1. The preparation of a document/strategy for the 
development of services for the mental health of 
children and adolescents in Kosovo. This docu- 
ment will be based on international standards. 

2. Planning for the development of specialized 
education, and continuing education of human 
resources in child and adolescent mental health. 

3. Planning and developing a community-based 
structure for child and adolescent mental health 
services and for specialized wards for the popu- 
lation. 

4. The planning of programs and activities that 
will be applied in these institutions. Included 
is the development of criteria for the education 
of those with mental health problems. 

5. Close collaboration with other fields of medicine 
(family medicine, pediatric wards and services, 
and other organizations which offer similar ser- 
vices). 

6. Collaboration with international organizations 
and the exchange of experiences. 

7. Development of regional community-based ser- 
vices which are easier to access by the popula- 
tion in that region. 

8. Establishing a leadership structure that will co- 
ordinate all the activities regarding implementa- 
tion of this strategic plan. 

In this national plan it has been decided to expand 
the service, including the primary health care sys- 
tem, by stressing the importance of their training 
in the mental health of children and adolescents. 
At the same time, a system has been proposed to help 
the country train child and adolescent psychiatrists 
within a reasonable timeframe. Because of the small 
number of child psychiatrists, the rural population 
still has no access to a child psychiatrist, which is 
why there was a prior focus on the training of family 
doctors to create sufficient human resources. 

A continuing challenge relates to the need to de- 
velop services that complement psychiatry, such as 



social work. This is particularly important, given 
the increased reporting of child abuse. The other 
challenge relates to the coordination of the work 
among professionals in mental health and other pro- 
fessionals engaged in this field. 
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io.i Introduction 



Evidence-based treatments refer to interventions 
that have empirical research on their behalf. The 
evidence refers to rigorous tests that the treatments, 
relative to various control or other treatment condi- 
tions, produce therapeutic change. In the context of 
psychotherapy, there have been separate and some- 
what independent efforts to identify evidence-based 
treatments by different professional organizations 
and committees spanning different countries (e.g., 
Evidence Based Mental Health 1998; Nathan and 
Gorman 2002; Roth and Fonagy 1996; Task Force 
on Promotion and Dissemination of Psychological 
Procedures 1995). These efforts have used different 
terms to delineate such treatments, including em- 



pirically validated treatment, empirically supported 
treatments, evidence-based practice, and treatments 
that work. The term evidence-based treatment 
(EBT) is used in this chapter in keeping with a tra- 
dition already established in several other areas 
(e.g., dentistry, nursing, health care, social work, 
education, psychiatry, and mental health) where in- 
terventions are used to produce change in a partic- 
ular clientele. 

The movement toward EBTs in research, clinical 
practice, and training of psychotherapists must be 
applauded because it underscores the scientific basis 
of treatment and the importance of translating find- 
ings of research into improved patient care. At the 
same time, sources of caution about the treatments 
and questions about the transportability of EBTs 
and their likely effectiveness in clinical work reflect 
serious concerns. This chapter discusses issues crit- 
ical to the development of effective therapies, 
strengths and limitations of EBTs, and the need to 
expand the focus beyond identifying EBTs and test- 
ing their effects in clinical settings. 

10.2 Background and Context: 

An Overview 



Several background and contextual factors played 
critical roles in heightening current interest in EBTs. 
First, there has been a longstanding concern about 
the effects of psychotherapy. Eysenck’s (1952) pro- 
vocative review of psychotherapy research galva- 
nized opinions about the issue and firmly placed 
psychotherapy into the empirical arena. The review 
concluded that approximately two thirds of patients 
who received psychotherapy improved and that this 
proportion was the same for individuals who did not 
receive treatment, i.e., no treatment control group. 
The influence of this review was remarkable in stir- 
ring controversy and prompting greater attention to 



104 Chapter 10 • Evidence-Based Psychotherapies for Children and Adolescents 



the evidence on behalf of psychotherapy (e.g., see 
Eysenck 1966). Subsequent reviews of the evidence, 
including reviews of child therapy (Levitt 1957, 
1963) kept the conclusion very much alive, namely, 
therapy is not very effective if effective at all. The re- 
views were criticized on several grounds, but the 
criticisms did not mitigate the impact or concern. 

Second, challenges to the effects of therapy were 
followed by a great deal of empirical research (Ber- 
gin and Garfield 1971; Garfield and Bergin 1978). 
Reviewers using different methods of collating stud- 
ies (e.g., box score, meta-analyses) concluded that 
therapy was effective and surpassed the effects of 
no treatment (e.g., Luborsky, Singer, and Luborsky 
1975; Smith and Glass 1977; Smith, Glass, and Miller 
1980). Currently, there are scores of meta- analyses 
of psychotherapy. The conclusions are quite similar 
across treatments for children, adolescents, and 
adults, namely, various psychotherapies are effective 
and surpass the effects of no treatment. This seem- 
ingly modest conclusion is important historically. 
Interest in EBTs is a logical step from years of accu- 
mulating research on psychotherapy. There are hun- 
dreds of forms of psychotherapy for children, ado- 
lescents, and adults (Kazdin 2000; Remschmidt 
2001). The vast majority have never been studied 
empirically. Efforts to identify EBT are designed to 
focus more specifically on the specific treatments 
that have generated empirical support. 

Third, there has been an enduring hiatus be- 
tween psychotherapy research and clinical practice 
(e.g., Hayes, Follette, Dawes, and Grady 1995; Striek- 
er and Keisner 1985). Among the lamentable aspects 
of this hiatus is the fact that treatment research has 
had little impact on clinical practice, and clinical 
practice has had little impact on treatment research 
(Kazdin, Bass, Ayers, and Rodgers 1990). For exam- 
ple, clinical practice does not rely very heavily on 
EBTs and indeed has been accused of showing a 
»blatant disregard of the empirical literature« (Am- 
merman, Last, and Hersen 1999, p. 4) in deciding 
what treatments to use. Clinical practice continues 
to spawn new treatments with no evidence attesting 
to their efficacy and unclear interest in the evidence 
[e.g., horticulture therapy as applied to childhood 
psychiatric disorders (Simson and Straus 1998)]. 
This dissatisfaction with clinical practice reflects 
on the research as well. Perhaps the research cannot 
be drawn on because it is not very relevant to clin- 
ical practice. Clinicians are alert to these issues and 
raise cogent questions about whether treatment re- 
search is relevant to clinical practice (e.g., Fenster- 
heim and Raw 1996; Persons and Silberschatz 1998). 



Fourth, concerns about the spiraling costs of 
health care provide an important impetus for the 
emphasis on EBT. Third party payers (e.g., busi- 
nesses, insurance companies, government) have 
led to managed care and concerns about the costs 
of diagnosis, assessment, and treatment. The chal- 
lenges question whether a procedure (diagnostic 
test, treatment) ought to be provided at all, let alone 
reimbursed. In relation to psychotherapy, managed 
care emerged to raise questions such as: Why this 
treatment? Why this number of sessions? When will 
treatment end? Why is more treatment needed? 
What effects will it have? This new accountability 
underscores the important of having evidence about 
what is needed for treatment. 



10.2.1 Identifying Effective 
Treatments 



10.2.1.1 Practice Guidelines 

The mental health professions have been responsive 
and equally concerned about what transpires in clin- 
ical practice and the rationale or justification for such 
practices. Efforts have been made to provide guide- 
lines for clinical practice and standards of clinical 
care. These guidelines, sometimes referred to as 
practice guidelines or practice parameters, are based 
on reviews of the evidence and consensus expert opi- 
nions about the status of treatment and what are rea- 
sonable treatments to use in clinical work. Various 
organizations (e.g., the American Psychiatric Asso- 
ciation and the American Psychological Association) 
have proposals for identifying effective treatments as 
well as practice guidelines for such clinical problems 
as depression, bipolar disorder, and substance abuse 
in adults. Within the domain of child and adolescent 
disorders, practice parameters have been advanced 
by the American Academy of Child and Adolescent 
Psychiatry (AACAP) beginning in the late 1980s and 
continuing to the present (www.aacap.org/clinical/ 
parameters). The guidelines focus on a given disor- 
der or clinical problem (e.g., attention-deficit/hyper- 
activity disorder, sexual abuse) and what current 
opinion and evidence suggest as the treatment. 
The process of developing the guidelines can be 
lengthy in part because guidelines are adopted on 
a disorder-by-disorder basis and involve multiple ex- 
perts and committees. 

The guidelines have been based on consensus 
among experts and have been based on clinical ex- 
perience to a large extent. As research has pro- 
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□ Table 10.1. Illustration of Columbia Practice 
Guidelines: Unipolar depression 



Diagnosis 


Positive 


Positive/ 




effects. 


mixed effects. 




consistent 


inconsistent 




evidence 


evidence 


Unipolar 


Psychosocial 


Psychosocial 


depression 


Interpersonal 


Supportive 




psychotherapy 
for adolescents 


therapy 




Cognitive 


Systemic family 




behavioral 

therapy 

Cognitive 

therapy 

Self-control 

therapy 

Coping with 

depression 


therapy 




Medication 

SSRIs (e.g.. 
Fluoxetine 
[Prozac]) 


Medication 
(none listed) 



gressed, evidence has played an increasingly greater 
role in the guidelines. As an example, the Columbia 
Guidelines for Child and Adolescent Mental Health 
examine psychotherapies and medications on a dis- 
order-by-disorder basis (Wasserman, Ko, and Jensen 
2001). The goal is to identify treatments with evi- 
dence, those treatments in use that are inconsistent 
in their effects, and where the gaps in knowledge are. 
□ Table 1 0.1 provides an illustration for unipolar de- 
pression and conveys the status of treatment. 

Practice guidelines are designed to be instruc- 
tive for clinicians. They draw on available evidence 
but often consider clinical realities that are ne- 
glected in research. For example, comorbidity of 
disorders or family problems that are likely to be as- 
sociated with various clinical disorders may require 
decisions and combinations of interventions for 
which no evidence exists. Practice guidelines at- 
tempt to address many demands of treatment be- 
yond selecting this or that single intervention. 

10.2.1.2 Evidence-Based Treatments 

Efforts to identify EBTs tend to differ slightly from 
those that focus on clinical practice guidelines. 
The efforts have been less prescriptive about what 
ought to be used in practice and somewhat more cau- 
tious in drawing conclusions about what treatments 
produce change. Identification of EBTs usually is ac- 
complished by identifying all of the pertinent con- 
trolled treatment trials. The search may begin with 
a diagnostic category or problem domain (e.g., atten- 
tion-deficit/hyperactivity disorder, anxiety, conduct 
problems) and then identifies controlled studies of all 
treatments related to that clinical focus. Reviews 
sometime begin with the treatment technique and or- 
ganize the evidence by problem area. 

As I mentioned previously, there are many dif- 
ferent efforts to identify EBTs. They are consistent 
in seeking rigorous scientific data but differ slightly 
in the criteria that are used to define EBTs. Typically, 
the criteria include several characteristics (► see O 
Table 10.2). Using these criteria and its variants, sev- 
eral books and articles have identified EBTs for chil- 
dren and adolescents (e.g., Christophersen and 
Mortweet 2001; Fonagy et al. 2002; Kazdin and 
Weisz 2003; Lonigan and Elbert 1998). 

Many EBTs have been identified; □ Table 1 0.3 lists 
many to illustrate what can be culled from the various 
reviews available. A few points are conspicuous from 
the table. First, there are EBTs for children. Clearly, a 
child referred for anxiety, for example, ought to re- 
ceive one of the EBTs as a treatment of choice. Second, 



D Table 1 0.2. Criteria to decide whether treatment is 
evidence based 

At least two studies with: 

Random assignment of subjects to conditions 
Careful specification of the patient population 
Use of treatment manuals 

Multiple outcome measures (raters, if used, are naive 
to conditions) 

Statistically significant difference of treatment 
and comparison group 

Replication of outcome effects, especially by an 
independent investigator or team 

the list of EBTs is not that long. The goal of therapy 
research is not necessarily to identify long lists of 
effective treatments but rather to develop and iden- 
tify clear alternatives for a given problem. Third, the 
list is dominated by cognitive-behavioral treatments. 
This is no coincidence. Many more studies of child 
psychotherapy focus on interventions that would fall 
under this rubric than under more traditional (e.g., 
talk, play) therapies. Also, to be counted as evidence 
based, studies must include several methodological 
features (e.g., use of treatment manuals, random as- 
signment). These characteristics are much more 
likely among contemporary than past studies. Cog- 
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O Table 10.3. Treatments for children and adolescents that are evidence-based for key problem domains 


Problem domain 


Treatment 


Anxiety, fear, phobias 


Cognitive behavior therapy 
Modeling 

Reinforced practice 
Systematic desensitization 


Depression 


Cognitive-behavior therapy 
Coping with depression course 
Interpersonal psychotherapy for adolescents 


Oppositional and conduct disorder 


Anger coping therapy 
Multisystemic therapy 
Parent management training 
Problem-solving skills training 


Attention-deficit/hyperactivity 


Classroom contingency management 
Parent management training 
Psychostimulant medication 


Note: The techniques noted here draw from different methods of defining and evaluating evidence-based treatments. 
The techniques are those that would meet criteria for well-established or probably efficacious (Lonigan and Elbert 1998) 
or those with randomized controlled trials in their behalf (Nathan and Gorman 2002). Evaluation of treatments and 
identification of those that meet criteria for empirical support are ongoing and hence the above is an illustrative 
rather than fixed or exhaustive list. Psychostimulant medication is mentioned because this is the standard treatment 
for attention-deficit/hyperactivity disorder 



nitive-behavioral therapies are more popular in con- 
temporary work and are more likely to use the meth- 
odology required for establishing treatment. 

Fourth, evidence based does not necessarily 
mean effective or most effective. For example, for 
the treatment of attention-deficit/hyperactivity dis- 
order, medication, and parent training are listed 
(in O Table 10.3) as evidence based. Parent training 
is not usually viewed as an effective treatment by it- 
self in addressing the core symptoms. Medication is 
viewed as much better in this regard. Even so, the 
treatments, alone or combined, do not achieve 
strong and enduring therapeutic changes. The crite- 
ria for establishing treatment as evidence based are 
those noted in the prior table (D Table 10.2) and 
may not necessarily reflect what is implied, i.e., that 
x or y is an effective treatment for a particular clin- 
ical problem. I shall return to this point shortly. 
Overall, there clearly has been palpable progress 
in identifying EBTs. 

10.2.2 Challenges to the Research 

on Evidence-Based Treatments 



There are several issues, obstacles, and challenges 
related to the generality of the findings to clinical 



work, the criteria for qualifying as evidence-based, 
and the obstacles of integrating findings into clinical 
work. 



10.2.2.1 The Generalizability 

or Transportability of Results 
from Research to Clinic Settings 

The most fundamental and frequently voiced issue 
is that evidence obtained in well controlled studies 
may not apply (generalize) to the conditions of clin- 
ical settings. In contemporary writings, this concern 
has been reflected in the distinction of efficacy and 
effectiveness research (Hoagwood, Hibbs, Brent, 
and Jensen 1995) \ Efficacy research refers to treat - 



1 The concern about whether research in controlled settings 
can be generalized to clinical practice has been an ongoing con- 
cern in psychotherapy research. In previous years (e.g., 1960s 
through the present) other terms used to reflect the concern 
were analogue versus clinical research and laboratory versus 
clinical or applied research (see Kazdin 2003). Thus, the issues 
and concerns about efficacy and effectiveness are not new at all. 
What is new in contemporary work is an urgency to test treat- 
ments in clinical settings to move beyond mere repetition of 
the concerns in an armchair fashion. 
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□ Table 10.4. Select dimensions that vary among studies and the degree of resemblance to the clinical situation 



Dimension 


Identity with or great 
resemblance 


Moderate resemblance 


Relatively low 
resemblance 


Target problem 


Problem seen in the 
clinic, intense or 
disabling 


Similar to that in clinic 
but less severe 


Nonproblem behavior 
or experimental task 


Population 


Clients in outpatient 
treatment 


College students with 
nontreatment interest 


Infrahuman subjects 


Manner of 
recruitment 


Clients who seek 
treatment 


Individuals recruited for avail- 
able treatment 


Captive subjects who 
serve for course credit 


Therapists 


Professional therapists 


Therapists in training 


Nontherapists or non- 
professionals 


Client set 


Expect treatment and 
improvement 


Expect »experimental« 
treatment with unclear 
effects 


Expect experiment with 
nontreatment focus 


Selection of 
treatment 


Client chooses therapist and 
specific treatment 


Client given choice over 
few alternative proce- 
dures in an experiment 


Client assigned to treatment 
with no choice for specific 
therapist or condition 


Specification 
of treatment 


What to do is at the 
discretion of the 
therapist 


General guidelines, 
goals, and themes to 
direct focus of the 
session 


Treatment manual specifies 
procedures, foci, means, or 
ends treatment session, 
including, maybe, even 
many of the statements 
of the therapist 


Monitoring 
of treatment 


Little or no monitoring 
of what is done with 
the client 


Case supervision or 
discussion to review what 
was done, how it was done, 
and client progress 


Careful assessment of how 
treatment was delivered 
(audio, videotape; direct ob- 
servation, case supervision) 


Setting 
of treatment 


Professional treatment 
facility 


University facility that 
may not regularly offer 
treatment 


Laboratory setting 


Variation of 
treatment 


Treatment as usually 
conducted 


Variation to standardize treat- 
ment for research 


Analogue of the treatment 
as in infrahuman equivalent 
of treatment 


Assessment 

methods 


Direct unobtrusive measure 
of the problem that the 
client originally reported 


Assessment on psychologi- 
cal devices that sample be- 
haviors of interest directly 


Questionnaire responses 
about the behaviors 
that are a problem 



ment outcomes obtained in controlled psychother- 
apy studies that are conducted under laboratory 
and quasi-laboratory conditions (e.g., subjects are 
recruited, they may show a narrow range of prob- 
lems, treatment is specified in manual form, and 
treatment delivery is closely supervised and moni- 
tored). Effectiveness research refers to treatment 
outcomes obtained in clinic settings where the usual 



control procedures are not implemented (e.g., pa- 
tients seek treatment, many present multiple clinical 
problems). 

Efficacy and effectiveness studies can be con- 
ceived as a continuum or multiple continua because 
several dimensions can vary across clinic and labo- 
ratory settings that affect generality of the results 
(Kazdin 2003; Schoenwald and Hoagwood 2001). 
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O Table 10.4 conveys many of these dimensions and 
points on the continuum that vary from a clinical 
setting (effectiveness type of research) versus labo- 
ratory setting (efficacy). A given psychotherapy 
study can vary along the different dimensions. The 
closer one moves toward the right side of the table 
where conditions of the experiment do not resemble 
very well clinical or applied settings, the greater the 
ability of the investigator to control facets of the in- 
vestigation and hence rule out many potential 
sources of confound, artifact, and bias. Studies char- 
acterized by features toward the right of the table are 
more likely to be labeled as efficacy studies. The clo- 
ser one moves toward the left side of the table where 
conditions resemble applied settings, the greater the 
applicability of the findings, but also the more diffi- 
culty in controlling many facets of the study. Studies 
characterized by features toward the left of the table 
are more likely to be labeled as effectiveness studies. 

The extent to which a study has generalizable re- 
sults that apply to the clinical setting cannot be 
decided by merely looking whether the study de- 
parts from the left side of the table on various di- 
mensions. Many of the dimensions listed may not 
influence generality of the findings, even though 
the study departs from the conditions of applied set- 
tings. However, there is the haunting possibility that 
conclusions obtained from treatment research do 
not apply to and have no bearing on clinical prac- 
tice. The calls for more research of treatment out- 
come in clinical settings emanates from this con- 
cern. 

10.2.2.2 Demonstrating Treatment 
Efficacy 

The efficacy/effectiveness issue is a challenge to the 
body of research, namely, can the findings from any / 
all of the controlled studies be generalized to clinical 
practice. There is a much more central issue from 
my perspective that pertains to what counts as evi- 
dence at the level of the individual study. More spe- 
cifically, the criteria for demonstrating treatment ef- 
ficacy and concluding treatment is »evidence based« 
are not sufficiently stringent. 

At the level of individual studies, the require- 
ment includes demonstrating that treatment is bet- 
ter than no treatment or treatment as usual. The ba- 
sic criterion is that the treatment, when compared to 
no treatment, reflects a statistically significant dif- 
ference. This is not a very difficult obstacle to sur- 
mount. Research in adult therapy has shown that 
any active treatment is better (statistically) than 



no treatment. Expectations, attention, and the com- 
mon factors associated with coming to therapy 
alone can produce such a difference. Indeed, active 
»fake« treatments in which the patient engages in 
some activities not considered on a priori grounds 
to have therapeutic value can generate such a differ- 
ence and surpass the effects of no treatment (Gris- 
som 1996). If each of us took the trouble to test 
our favorite treatment vs. no treatment, the results 
would likely yield statistically significant differ- 
ences, with reasonable but perhaps not even exces- 
sive statistical power. 

Statistical significance alone is an odd or limited 
criterion to establish whether a treatment ought to 
be anointed as evidence based. The results of a clin- 
ical trial might be evaluated in terms of statistical 
significance, measures of the magnitude of effect 
(e.g., effect size), and clinical significance. Statistical 
significance may have no bearing on the practical 
impact of treatment on the patient. For example, a 
statistically significant difference favoring one treat- 
ment over another on some measure of anxiety may 
not reflect genuine differences or improvements on 
patient anxiety or functioning in everyday life. Sim- 
ilarly, indices of magnitude of effect (e.g., d, r, /?) are 
excellent supplements to statistical significance. Yet, 
strength of an effect from a statistical standpoint 
(e.g., in standard deviation units) may have no bear- 
ing on the impact of treatment on patients (see Kaz- 
din 2003). Indeed, effect size can be quite large in 
cases where impact on the patient is nugatory. 

Clinical significance, a weighty topic in its own 
right, refers to a set of measures designed to evaluate 
whether impact of treatment translates to meaning- 
ful changes in the patient (Kendall 1999; Kazdin 
2003). For example, a commonly used measure is 
whether the patient has shown a large enough 
change so that the level of symptoms or functioning 
falls within the normative range of individuals not 
referred for treatment. Such a change is regarded 
as clinically significant, i.e., important in relation 
to what was accomplished by the treatment. Mea- 
sures of clinical significance are not standard criteria 
for evaluating or establishing EBTs. A treatment that 
produces a statistically significant difference in rela- 
tion to a no-treatment control condition or another 
treatment may qualify as evidence based but not 
really help patients very much or in ways that make 
a difference. This is a rather stark qualifier to the evi- 
dence and the criteria used to establish EBTs. 

It is still the case that EBTs have priority over 
non-EBTs. These latter treatments may not effect 
any change or yield harmful effects, as I mention 
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later. However, we also want to reconsider or expand 
the criteria for evidence based so we have some as- 
surance about the impact of the treatment on indi- 
vidual patients. As researchers we want to be able to 
say that a given treatment produces change and that 
the change makes a difference. 

In some cases, the outcomes of treatment make 
clear that the treatment is not only evidence based 
but also has strong impact on patients. For example, 
for the treatment of adults with panic attacks, the 
treatment may eliminate panic for many individuals. 
The qualitative difference in patient functioning 
from several to no panic attacks provides a fairly 
clear verdict on impact. In other areas, statistically 
significant differences may reflect change (e.g., re- 
ductions in aggression or hyperactivity), and we 
must contend with deciding whether the statistical 
difference translates in palpable benefits for pa- 
tients. 



10.2.3 Obstacles to Integration 
of Research Findings 
into Clinical Work 



Assume for a moment that the research issues were 
resolved, namely, that findings from controlled 
studies generalize to clinical practice and that statis- 
tically significant differences between two treat- 
ments or between treatment and control conditions 
actually make a difference in the lives of patients. 
There are obstacles to adoption and integration of 
EBTs. Let me mention two. 

10.2.3.1 Disparate Views Among 
Interested Parties 

Different parties or stakeholders in treatment are 
likely to have quite different views about EBTs, their 
value and utility. These views may have significant 
impact on whether, to what extent, or at what speed 
EBTs are integrated into clinical practice. First, re- 
searchers are likely to favor greatly EBTs and their 
integration into clinical work. Indeed, researchers 
may well view EBTs as the high moral ground and 
wonder who could be against use of such treatments 
or delay their integration. 

Second, clinicians are less likely to favor EBTs. 
The research identifying EBTs is completed in 
highly controlled settings where the people (patients 
and therapists) are select and depart from the con- 
ditions of clinical practice. Patients recruited in re- 



search are less likely to reflect the complexity of con- 
ditions (e.g., comorbidity) than the patients seen in 
practice. Therapists in research, while less experi- 
enced (e.g., often graduate students), are highly 
trained and supervised to carry out the procedures, 
have small case loads, and do not depend on provid- 
ing treatment for their income - a very different sit- 
uation from what transpires in clinical practice. 
Also, clinicians are less likely to know or to be 
trained in EBTs because of the cohort in which they 
were trained. Thus, they are not keen to have im- 
posed on them treatments they have not learned. 

Trainees and training directors (of child psy- 
chiatry residents, psychology interns, and social 
work fellows) probably are in favor of EBTs. How- 
ever, they would be greatly limited in their adoption 
of such by the resources of the training program. 
How would one train fellows in these different pro- 
grams? The supervisors of treatment are often the 
clinicians (e.g., clinical and volunteer faculty) who 
have the views and training experiences mentioned 
previously. One cannot easily integrate new treat- 
ments into training programs without pertinent fac- 
ulty committed to and trained in these treatments. 

Agencies responsible for reimbursing treatment 
(health maintenance organizations, insurance pro- 
grams, government agencies) are likely to vary in 
their views of EBT. If an EBT for a given problem 
can save costs, the agencies are likely to favor the 
treatment. For example, an outpatient therapy or 
medication that averted psychiatric hospitalization 
would be greatly supported. Yet, an EBT might well 
increase costs, for example, by showing that a con- 
dition not previously covered can be treated effec- 
tively or that a longer treatment is effective whereas 
a shorter one is not. 

Finally, the public at large probably is neutral, 
not interested, or too diffuse to have a strong posi- 
tion on EBTs. This is unfortunate because the public 
may have the greatest potential to exert influence on 
the quality and type of care. The limitations of the 
public as a lobbying group begin with the fact that 
the public does not have a uniform agenda. Indeed, 
people in everyday life are not likely to be interested 
in mental health unless directly affected by someone 
in their own lives. Those who are interested may 
participate, belong to, or indeed organize a founda- 
tion or lobbying group related to the specific disor- 
der or condition with which they have had contact. 

The difficulty in mobilizing the public is likely 
to emerge for other reasons. Adults who have re- 
ceived psychotherapy are generally satisfied with 
their treatment, independently of the specific treat- 
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ment they received (Consumers Union 1995). Sepa- 
rate lines of research have shown that satisfaction 
with treatment is not very related to therapeutic 
change (e.g., Ankuta and Abeles 1993; Lambert, Sal- 
zer, and Bickman 1998; Pekarik and Wolff 1996). 
Thus, the public with any experience in psychother- 
apy is likely to be satisfied and unlikely to scream 
out for more effective, well-established, or EBTs. 
They are not getting EBTs now and are quite satis- 
fied. This leaves relatively silent an influence that 
could have some impact on clinical care. 

I have referred to different roles of stakeholders 
in treatment and views likely to be associated with 
them. I have simplified the views for purposes of 
presentation. Individuals have different and multiple 
roles (e.g., a person is a researcher and public citi- 
zen) and this increases the variability and complex- 
ity. The purpose was merely to convey the point that 
support for EBTs and their extension to clinical prac- 
tice is mixed at best. There are challenges to conduct 
the requisite studies that establish treatment as evi- 
dence based. However, these are relatively clear and 
familiar to those who conduct randomized con- 
trolled clinical trials. Much less clear is how to mo- 
bilize interest and support for the use of EBTs and 
their integration in patient care once such treat- 
ments are identified. Many seem to be of the view 
that once EBTs are shown to work in clinical settings, 
this will create the groundswell of interest and per- 
haps pressure to integrate such treatments routinely. 
That would be wonderful but remains to be seen. 



10.2.3.2 Training of Therapists 

I have mentioned training but a brief additional 
comment is warranted. An obstacle to extending 
EBTs to clinical practice is training. Most programs 
do not have the faculty and staff trained in EBTs to 
serve as models for trainees. At least for the short- 
term, clinicians are being trained in ways that may 
well support business as usual. 

There are few resources for trainees in psychia- 
try, psychology, and social work. Consider one ex- 
ample in the context of child therapy. Parent man- 
agement training is an intervention that is probably 
the most well-studied intervention for oppositional 
defiant and conduct disorder (Kazdin 2004). There 
are scores of trials spanning decades. It is very un- 
likely that trainees in most child psychiatry, psy- 
chology, and social work programs are exposed to 
this treatment. At best, the treatment may be men- 
tioned, but there are probably few opportunities for 



training. Moving EBTs from the lab to the training 
programs and to those who eventually will provide 
clinical services has its own challenges. 

A key issue is how to place EBTs at the disposal 
of those involved in training mental health profes- 
sionals. Perhaps special training curricula could take 
advantage of the latest technologies (e.g., Web-based 
training materials). Otherwise one might expect a 
great delay between demonstrating that a treatment 
is suited for clinical work and getting this treatment 
to individuals in training. Hiring young new faculty 
(trained in EBTs) for a department is not necessarily 
a solution if much of supervision and training is in 
the hands of those who are much further along in 
their career and trained in less well-studied treat- 
ments. I offer no solutions here but merely note that 
delivery of EBTs to the public raises issues related to 
training of mental health professionals. 



10.3 Categorization 
of Treatment 



10.3.1 Refining the Classification 
of Treatments 



There are many forms of psychotherapy. In child 
and adolescent therapy alone, leaving aside the 
much larger area of adult therapy, 550+ psycho- 
therapies are in use (Kazdin 2000). This count is 
conservative because it omits various combinations 
of treatments and eclectic hybrids and only draws 
on interventions that are documented within the 
English language. Even so, consider the number as 
a reasonable approximation. EBTs reflect only a 
small fraction of these treatments. 

I believe research and clinical work would be 
served much better by developing a system that en- 
compasses all treatments and their status in relation 
to their research base. In particular, treatments that 
are not evidence based ought to be distinguished. 
Some treatments are not evidence based but have 
yet to be studied. We ought to leave open the ques- 
tion of their merit and value. Other treatments have 
been investigated but shown not to produce change 
or not produce change very reliably. Still others have 
been investigated and shown to be harmful. Finally, 
some treatments fall short of the threshold of evi- 
dence based (e.g., too few studies, nonrandomized 
trials) but still ought to be used in practice. 

Consider some examples. Several years ago, hy- 
peractivity (ADHD) was considered to be related to 
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diet and nutrition, including various food additives, 
excessive sugar (e.g., in breakfast cereal), and chem- 
icals in certain foods (e.g., salicylates found in toma- 
toes, apples, and other fruits). Evidence from indi- 
vidual studies and literature reviews and panels 
drawing on the weight of the evidence (e.g., Amer- 
ican Medical Association, National Institutes of 
Health) suggested that there was no strong evidence 
linking these various ingredients to hyperactivity 
and that interventions relying on diet or nutrition 
were not supported (e.g., Kavale and Forness 1993; 
McGee, Stanton, and Sears 1993; www.kidsource.- 
com). In short, the weight of the evidence indicated 
that dietary manipulations were not effective. Here 
is a case where there is considerable evidence that 
treatment is not effective. Codifying EBTs leaves 
out cases where we would want to know that some 
treatments have been tested and ought not to be 
used except under unusual circumstances. 

Some treatments can be harmful (see Dishion, 
McCord, and Poulin 1999). For example, several 
years ago, delinquent youths were exposed to adult 
prisoners who described prison life and conveyed 
their own untoward life experiences. The purpose 
was to identify youths early in their delinquent ca- 
reers and to show them the consequences of crim- 
inal behavior. The treatment was designed to intimi- 
date and to scare youths away from criminal activ- 
ity. Variations of these programs (e.g., referred to 
as »scared straight« or »stay straight«) have shown 
deleterious effects. Youths exposed to these pro- 
grams increased in subsequent rates of arrest in 
comparison to control youths (e.g., Buckner and 
Chesney-Lind 1983; Finckenauer 1982). Similarly, 
therapies in which groups of youths with antisocial 
behavior are brought together have shown deleter- 
ious effects, i.e., increases in deviance and delin- 
quent behavior (e.g., Feldman, Caplinger, and Wo- 
darski 1983; O’Donnell 1992). The interpretation 
of these deleterious effects is that the various inter- 
ventions brought delinquent youths together and the 
peer bonding and friendships among youths in the 
treatment groups maintained or increased criminal 
behavior. Bonding with and connections to deviant 
peers can increase delinquent behavior. Efforts to al- 
ter the group structure to facilitate bonding of non- 
deviant peers appears to mitigate the deleterious ef- 
fect (Feldman et al. 1983). 

Group therapy for antisocial youths is often prac- 
ticed in hospital settings. Also, in the elementary 
schools such youth are often grouped together in spe- 
cial classes. Group treatment where individuals with 
oppositional, aggressive, or antisocial are brought to- 



gether would seem inadvisable. In any case, group 
interventions for antisocial youth are not empirically 
supported. Yet, we might want to say more, namely, 
that evidence supports deleterious effects for some of 
these, and one ought to be cautious in using them at 
all without much further evidence. 

Some treatments may not meet rigorous eviden- 
tial standards for empirically supported treatments 
but still be the best available or at least worth trying. 
An example is the behavioral treatment for young 
autistic children which has on its behalf controlled 
outcome research (nonrandomized study) with 
long-term follow-up and clinical application with 
reports of success (Lovaas 1987; McEachin, Smith, 
and Lovaas 1993; Sheinkopf and Siegel 1998). The 
evidence is not sufficient for making this a well-es- 
tablished treatment. Even so, reviewers have con- 
cluded this intervention is probably the best treat- 
ment available (e.g., Rogers 1998; Smith 1999). We 
are awaiting an effective intervention, but the ab- 
sence of one that is firmly established does not place 
all other treatment options on an equal plane. 

I have highlighted treatments that would not be 
considered evidence based but still worthy of delin- 
eating in a more fine-grained way. EBTs also might 
warrant finer grained analyses. Obviously, not all 
well-established treatments are necessarily equally 
effective. We do not merely want well-established 
treatments, but want to know the best available 
treatment among empirically established options. 
Similarly, for a given treatment, a particular dose 
(e.g., 10 vs. 20 sessions) or version (e.g., parents in- 
volved in treatment vs. not involved) may be more 
effective, even though both are effective and empiri- 
cally supported. 

Rather than evidence based or not evidence 
based, it might be useful to place all treatments on 
a continuum that reflects the extent to which they 
have been evaluated and shown to produce thera- 
peutic change. □ Table 10.5 presents a continuum 
for evaluating and classifying treatments and ad- 
dresses the special situations I have highlighted 
(e.g., well-investigated treatments that do not work 
and hence ought not to be practiced). Also, the sta- 
tus of a given treatment can be better represented by 
seeing where it would fall on the continuum and in 
relation to other treatments. Finally, research might 
progress better if we demanded of ourselves that the 
next study of a treatment make an advance in rela- 
tion to the continuum. That is, if we know that treat- 
ment is promising, the next studies of that interven- 
tion ought to move the knowledge base further 
along the continuum. A continuum like the one 




112 Chapter 10 • Evidence-Based Psychotherapies for Children and Adolescents 



□ Table 10.5. Ways of categorizing treatments be- 
yond evidence vs. nonevidence based 

The system here reflects a continuum to evaluate 
status and research progress. Each treatment would 
be evaluated (or classified) in the scale below to 
identify what can be said in light of the evidence: 

1. Not-evaluated 

2. Evaluated but unclear effects, no effects, or 
possibly negative effects at this time 

3. Promising (e.g., some evidence in its behalf) 

4. Well established (e.g., criteria used by one of the 
systems cited for identifying evidence-based 
treatment) 

5. Better/best treatments (e.g., studies shown to be 
more effective than one or more other well- 
established techniques). 



above helps to set a template by which studies and 
progress can be examined. We can evaluate studies 
in light of where they fit on the continuum, whether 
another study is needed in light of the literature for 
that treatment, and, if so, what question(s) that 
study might address. 



10.3.2 Weak Treatments 
Can be Wonderful 



The classification of treatments as evidence based 
glosses over another situation we may want to know 
about. As odd as it may seem at first blush, there is 
an important role and place for treatments that are 
relatively ineffective or weak in their effects. By 
weak, I mean interventions that may influence only 
a small proportion of individuals to which they are 
applied and/or might reduce but not eliminate the 
problem for those individuals or on a large scale 
(the larger group). Many interventions might be rel- 
atively weak but also require minimal effort or cost 
and the benefits, relative to these costs, would be 
worthwhile. 

One program for cigarette smoking provides an 
example of what might be a weak treatment. In the 
USA and more recently worldwide there is an annual 
»smoke-out day« (www.quit-smoking.net/great- 
americansmokeout.html; www.cdc.gov/tobacco/re- 
search_data) in which organizations at local and na- 
tional levels delineate a day for people to stop smok- 
ing for the day. The delineation of the day publicly 
through the media is merely to make salient the 
need for people to stop smoking. Allegedly, more 



people give up smoking on that day (for one day 
or permanently) than on any other day. It is not 
likely that the intervention is very effective in terms 
of the proportion of smokers »cured«. On the other 
hand, this is a relatively low cost intervention (e.g., 
advertising messages) that reaches millions of peo- 
ple world wide. The percentage of smokers who quit 
permanently could be very small but still reflect a 
large number of people given that there are many 
people (e.g., estimated 47 million in the USA) who 
smoke cigarettes. This is a very low cost interven- 
tion, relative to some individual or group therapy. 

As another example, many years ago, the spouse 
of one of the Presidents in the United States advo- 
cated that teenagers »just say no« to drugs and other 
substances when their peers or others with influence 
were to induce them to use and perhaps abuse. Of 
course, an intervention such as this ignores com- 
pletely the factors related to onset of use and abuse 
of alcohol drugs as well as evidence about effective 
treatment and prevention programs (Pagliaro and 
Pagliaro 1996). At the same time, this is a low cost 
intervention that actually may help a fraction of 
youths who wish some slight prompt and bolstering 
to not begin drugs. Moreover, such a grass roots type 
of intervention has spawned all sorts of supportive 
efforts in schools and local communities of many dif- 
ferent nations that could have a positive impact. As 
an intervention one cannot be sure whether this has 
been tested in randomized controlled trials against 
appropriate controls to qualify as evidence based 
or indeed whether there is an effect. Even so, the class 
of interventions like this that might be weak, easy to 
implement, and checkered in effects could still have 
huge impact when applied on a large scale. 

EBTs as currently and narrowly defined ignore a 
pivotal question for public mental health. The issue 
is not merely what works (EBTs) but what works rel- 
ative to their costs, scale of applicability, and relative 
to the scope of the problem. An intervention that can 
be implemented on a large scale and shown to have 
some impact might be quite worthwhile. 

There are therapies completed by self-help man- 
uals, telephone, mail, Internet and computer, and vi- 
deo tapes. Not all the applications are effective using 
these media but many of them are. For example, self- 
help manuals is a genre of do-it-yourself books that 
make extravagant claims, usually with the complete 
absence of evidence. However, many self-help man- 
uals have been studied and are effective (e.g., Marrs 
1995). Similarly, many examples are available in con- 
trolled studies showing use of other media can be 
quite effective for clinical disorders (e.g., anxiety, de- 
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pression) as well as stress that emerges in everyday- 
life (e.g., divorce, death of a loved one). Under some 
circumstances, writing about one’s problems in spe- 
cial ways can effect therapeutic change (e.g., Smyth 
1998). The use of the mail (e.g., providing feedback, 
and information) can reduce alcohol consumption 
among individuals with significant problems with 
alcohol (Sobell, Sobell, and Agrawal 2002). I am 
not advocating any particular form of treatment 
or medium through which services are provided, 
but rather conveying the importance of cost and dis- 
seminability of treatment as a dimension that may 
complement the criteria used to identify EBTs. 

The notion of stepped care has been introduced 
into psychotherapy to suggest that minimal treat- 
ments be used first before one moves to more inten- 
sive, time consuming, and costly treatments (Haaga 
2000). In relation to EBT, minimal treatments ought 
to have evidence that they can effect change. Appeals 
through the mail or self-help manuals under many 
circumstances are effective. Even if they are effective 
for a small number of individuals, their ease of dis- 
semination and relatively low cost may make them 
worthwhile. The focus on EBTs alone, as currently 
conceived, may miss critical facets of such treat- 
ments. That is, mailing letters to individuals to re- 
duce their alcohol consumption may be very weak 
when compared to intensive individual therapy. Yet 
use of the mail in this way can effect change. The 
low cost in relation to the benefit and the ease of dis- 
semination of treatment by mail has enormous util- 
ity, even if the changes are not as great as another 
more intensive treatment. We need a portfolio of in- 
terventions that vary in effectiveness, cost, and ease 
of dissemination. 

10.4 The Psychotherapy 
Research Agenda: 

More Attention to 
Mechanisms of Change 



The interest in EBT has narrowed the focus of ther- 
apy research to address primarily two questions: Is 
a treatment »efficacious« (effective in controlled set- 
tings)? and Can the treatment be transported to 
clinical settings? We would like to have a broad set 
of questions answered about therapy. O Table 10.6 
lists key questions to reflect what we would like to 
know about a given psychotherapy 

Among the highest priorities is understanding 
why treatment works, i.e., the mechanisms of 
change (i.e., question 7, highlighted in the table). 



D Table 10.6. Key questions to guide psychotherapy 

research 

1. What is the impact of treatment relative to no 

treatment? 

2. What components contribute to change? 

3. What treatments can be added (combined 
treatments) to optimize change? 

4. What parameters can be varied to influence 
(improve) outcome? 

5. How effective is this treatment relative to other 
treatments for this problem? 

6. What patient, therapist, treatment, and contex- 
tual factors influence (moderate) outcome? 

7. What processes within or during treatment in- 
fluence, cause, and are responsible for outcome? 

8. To what extent are treatment effects generaliz- 
able across problem areas, settings, and other 
domains? 

Note: The highlighted question focuses on mechanisms 

of change and is identified in the discussion as an espe- 
cially high priority for research 



The study of mechanisms of treatment is probably 
the best short-term and long-term investment for 
improving clinical practice and patient care. The 
role of understanding (theory) and application (real 
world tests) are complementary and essential. Real 
world tests are absolutely vital and great progress 
can be made from such tests. For example, the first 
airplanes that only flew seconds and minutes were 
cleverly devised with minimal understanding of 
the aerodynamics of flight (e.g., fluid flow, skin-fric- 
tion drag, and aspect-wing ratios and the physics 
and mathematics that govern the design of current 
airplanes). On television, we have seen many early 
attempts of flight often replayed as comically tragic 
film clips of humans sporting feigned wings and 
jumping off cliffs and rocks. These film clips show 
a worst case of what empirical tests can yield where 
there is minimal to no understanding. Needless to 
say, applications (i.e., commercial flight) have been 
enhanced enormously by advances in understand- 
ing the underpinnings of flight well outside of 
real-world application. Parallel gains could readily 
result from identifying the mechanisms of action 
or underpinnings of therapy. 

It is worthwhile distinguishing cause and mech- 
anisms in relation to therapeutic change. By cause, I 
mean what led to change - a demonstration that 
some intervention led to some outcome. By mecha- 
nisms, I refer to those processes or events that ac- 
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count for the change. 2 A randomized controlled 
clinical trial (e.g., comparing treatment vs. no treat- 
ment) can establish a causal relation between an in- 
tervention and therapeutic change. However, dem- 
onstrating a causal relation does not necessarily ex- 
plain why the relation was obtained. Thus, we may 
know that the intervention caused the change but 
not understand why (the basis for the cause or the 
mechanism) the intervention led to change. 

As an example, consider cognitive therapy (CT) 
as applied to depression among adults. By all counts, 
this treatment is evidence-based and then some in 
light of the range of trials, replications, and compar- 
isons (Hollon and Beck 2004). Why does CT work, 

i.e., through what mechanisms? In fact, little can 
be stated as to why treatment works. The conceptual 
model has emphasized changes in various cogni- 
tions as the basis for action in treatment. However, 
it is not obvious, clear, or established that changes in 
cognitions are the basis for therapeutic change 
(Burns and Spangler 2001; Ilardi and Craighead 
1994; Whisman 1993, 1999). Indeed, suitable studies 
are rarely done. Designs are needed in which pro- 
cesses and symptom changes are evaluated at multi- 
ple points over the course of treatment (see Kazdin, 
in press). Some studies have demonstrated that 
changes in cognitions during treatment predict 
symptom change (e.g., DeRubeis et al. 1990; Kwon 
and Oei 2003). Yet, it has not been clear in such 
studies whether symptom change preceded rather 
than followed changes in cognition. In general, there 
is a firm basis for stating that CT can change depres- 
sion but little empirical basis for stating why. 

Evaluating mechanisms of therapeutic change is 
important for several reasons. First, there is an em- 
barrassing wealth of treatments in use. I mentioned 
previously the 550+ therapies in use for children 
and adolescents. Presumably some of these produce 
changes; it is not likely that all of the different treat- 
ments produce change for different reasons. Under- 
standing the mechanisms of change can bring order 
and parsimony to the current status of multiple in- 
terventions. 



2 Mediator is often used as the term intended to signify a cause or 
mechanism of change and distinguished from moderator, as 
evident in the now classic paper by Baron and Kenny (1986). 
For this discussion, I will retain mechanism as the term. Medi- 
ator analyses raises multiple issues and may identify factors that 
do not explain why treatment works, a topic beyond the scope of 
this chapter (see Kraemer, Stice, Kazdin, Offord, and Kupfer 
2001; Kraemer et al. 2002). 



Second, therapy can have quite broad outcome 
effects, beyond the familiar benefits of reducing so- 
cial, emotional, and behavioral problems (e.g., suici- 
dal ideation, depression, and panic attacks). In addi- 
tion, therapy reduces physical ailments (e.g., pain, 
blood pressure), improves recovery from surgery 
or illness, and increases the quality of life (see Kazdin 
2000). How do these effects come about? Understand- 
ing how therapy produces change in such a diverse 
array of outcomes would be important. Some effects 
maybe direct (i.e., altered directly through the process 
of change in therapy) and others may be concomitant 
effects that result from improvements in symptoms or 
impairment. Revealing the mechanisms of therapy 
will clarify the connections between what is done 
(treatment) and what happens (outcomes). 

Third, an obvious goal of treatment is to opti- 
mize therapeutic change. By understanding the pro- 
cesses that account for therapeutic change one ought 
to be better able to foster and maximize patient im- 
provements. Consider the development and use of 
treatment manuals to convey the point. Treatment 
manuals consist of descriptions of procedures used 
in therapy. The manuals codify what is done, by 
whom, and when. Manuals vary from explicit state- 
ments and transcripts of the therapist’s presenta- 
tions on a session-by-session basis to broad princi- 
ples that guide the clinician in how to make deci- 
sions about what to do in treatment. The advance 
that treatment manuals represent is not at all in 
question here. However, without knowing how ther- 
apy works and what the necessary, sufficient, and fa- 
cilitative ingredients are and within what »dose« 
range, it is difficult to develop optimally effective 
treatment. Most treatment manuals probably in- 
clude the following components: 

1. Low doses of effective practices (i.e., factors that 
genuinely make a difference); 

2. Ancillary but important facets that make deliv- 
ery more palatable (e.g., the spoonful of sugar 
that makes the medicine go down); 

3. Superstitious behavior on the part of those of us 
who develop manuals (e.g., factors that we be- 
lieve make a difference or that we like); and 

4. Factors that impede or merely fail to optimize 
therapeutic change. 

The difficulty is that without understanding how 
treatment works, which element in a manual falls 
into which of these categories is a matter of surmise. 
If we wish to optimize therapeutic change, under- 
standing the critical ingredients and processes 
through which they operate are essential. 
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Fourth, understanding how therapy works can 
help identify moderators of treatment, i. e., variables 
on which the effectiveness of a given treatment may 
depend. There are an unlimited number of modera- 
tors that can plausibly influence outcome. Under- 
standing the processes through which treatment op- 
erates can help sort through those facets that might 
be particularly influential in treatment outcome. For 
example, if changes in cognitive processes account 
for therapeutic change, this finding might draw at- 
tention to characteristics of these processes or their 
underpinnings at pretreatment. Pretreatment status 
of cognitive processes (abstract reasoning, problem- 
solving, attributions), stages of cognitive develop- 
ment, and neurological or neuropsychological char- 
acteristics on which these cognitions might depend 
are just some of the moderators that might be espe- 
cially worth studying, depending on the specific 
processes shown to mediate treatment effects. Other 
promising moderators that influence treatment 
might be proposed on theoretical grounds once 
the mechanisms of therapy are known. 

Fifth, understanding the mechanisms through 
which change takes place is important beyond the 
context of psychotherapy because of its broader re- 
lation to social and behavioral science. There are 
many therapeutic processes in everyday life. By 
therapeutic, I refer to interventions or experiences 
that improve adjustment and adaptive functioning, 
ameliorate problems of mental and physical health, 
help people manage and cope with stress and crises, 
and more generally navigate the shoals of life. As ex- 
amples, participating in religion, chatting with 
friends, exercising, undergoing hypnosis, and writ- 
ing about sources of stress all have evidence on their 
behalf. Therapy research is not merely about tech- 
niques but rather about the broader question, 
namely, how does one intervene to change affect, 
cognition, and behavior. Mechanisms that elaborate 
how therapy works might have generality for under- 
standing human functioning more generally. The 
other side is also true. Mechanisms that explain 
how other change methods work might well inform 
therapy. Basic psychological processes (e.g., learn- 
ing, memory, perception, persuasion, social interac- 
tion) and their biological pathways (e.g., changes in 
neurotransmitters, responsiveness of receptors to 
transmitters) may be common to many types of in- 
terventions, including psychotherapy. 

A priority of contemporary treatment research 
is to extend treatment to clinic settings [e.g., Na- 
tional Advisory Mental Health Council (NAMHC) 
1999; NAMHC Workgroup on Child and Adolescent 



Mental Health Intervention Development and De- 
ployment (NAMHC- W) 2001]. Diverse terms have 
been introduced to describe these extensions, in- 
cluding translational research, transportability, 
and tests of effectiveness (in contrast to efficacy), 
to mention a few. The terms refer to a common 
question, namely, will treatments work in »real 
world« settings? Obviously, we wish to extend find- 
ings from research to practice. Less obvious is that 
doing so without understanding how treatment 
works is quite problematic. 

Extension and evaluation of treatment in clinic 
settings has all sorts of challenges related to execu- 
tion of the study. Many of these challenges will be 
reflected in increased variability (»error«) and re- 
duce the ability to demonstrate therapeutic change, 
even if the treatment is effective (Kazdin 2003). We 
enter the clinical arena with one hand tied beyond 
our back if we apply an unspecified and possibly 
low dose of some treatment that we do not under- 
stand. To optimize the generality of treatment ef- 
fects from research to practice we would like to 
know the critical ingredients. Specifically, we want 
to know what is needed to make treatment work, 
what are the optimal conditions, and what we ought 
to worry about or not as some components get di- 
luted when treatment is moved from the lab to clin- 
ical practice. 

10.5 Conclusions 



I have raised issues and concerns about EBTs, what 
they mean, and how treatments are established as 
evidence based. Let me end by underscoring a few 
key points. There are now several EBTs. This is a 
decided advance in research in part because in the 
not-too-distant past, it was not clear that treatments 
had any solid evidence in their behalf. 

Second, the criteria for establishing treatment as 
evidence based are probably too lenient. It is useful 
to have criteria, but merely showing a statistically 
significant difference in group comparisons of treat- 
ment versus some other condition is not very de- 
manding. In clinical work, we care about patient 
change. Measures of the impact of treatment on 
day-to-day functioning, either by assessing domains 
that are relevant (e.g., measures of impairment or 
adaptive functioning, presence of symptoms that af- 
fect functioning in everyday life) or the magnitude 
of change (clinically significant change) need to be 
incorporated into the criteria. Given the current cri- 
teria in use, it is possible in principle and practice to 
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have treatment that qualifies as an EBT but does not 
help patients in a way that makes a difference in 
their lives. 

Third, a high priority for professional organiza- 
tions and funding agencies is extending treatment 
from controlled settings to clinical services. This 
is obviously worthwhile but has enormous chal- 
lenges for training of therapists, supervising on- 
going treatment, and demonstrating effects. The di- 
versity of therapists, therapist skills, and patient 
characteristics and the integrity of treatment and 
the intratherapist and intertherapist consistency 
can serve to increase variability in the study of treat- 
ment in clinical settings and make demonstration of 
an effect much more difficult. This is one reason 
why it is so important to understand what is critical 
to the intervention. 

Fourth and related to the prior point, research 
attention is needed on why treatment works. Under- 
standing how treatment works is the best invest- 
ment in extending treatment to clinics. The reasons 
why a given treatment works is often discussed. 
However, there are few tests of mechanisms, and 
controlled trials are routinely designed in a way that 
will not permit demonstration of the mechanisms of 
therapeutic change (see Kazdin, in press; Kazdin 
and Nock 2003). 

Fifth, an important focus will be to move EBTs 
into training programs for residents, fellows, and 
graduate students in the mental health professions. 
As I have noted previously, this is not easy to do. 
Those involved in supervision of trainees are usually 
from a generation in which EBTs were not trained. 
Supervisors would need to learn EBTs — not a minor 
challenge. 

I have expressed misgivings about the move- 
ment, research, and findings about EBTs. That said, 
there is a message that ought to be stated clearly. For 
any clinician in practice, it would be difficult to jus- 
tify using a non-EBT as the first line of attack if there 
is an available EBT. If the EBT treatment fails, 
switching to another treatment ought to be noncon- 
troversial. Clearly an EBT treatment is the place to 
begin. It is one thing to say the strong evidence from 
controlled trials may not apply to clinical settings. 
That really does require empirical attention. How- 
ever, it is quite a leap to use this as a justification 
for applying an intervention invented by the thera- 
pist (some eclectic treatment) or some treatment 
as usual that does not have evidence on its behalf. 

EBTs, whether medical or psychological, are not 
likely to work for everyone. Perhaps even more im- 
portant than use of EBT is the integration of assess- 



ment and evaluation in clinical practice. Many inter- 
ventions might work or fail with a given patient. Sys- 
tematic and user-friendly assessment could greatly 
inform decisions for individual patients, and the in- 
formation could be accumulated to contribute to the 
knowledge base. EBTs raise concerns about extend- 
ing treatments to clinical practice. In addition, some 
of the methods of research could be extended as well 
to enhance clinical care. More systematic assess- 
ment in practice is one of these (e.g., Clement 
1999; Kazdin 1993). Use of materials to aid thera- 
pists so they deliver treatment consistently (e.g., ab- 
breviated manuals) and supervision/feedback op- 
portunities may be critical to the effects of treat- 
ment. Research may have to change to be more rel- 
evant to clinical practice. Perhaps there are parallel 
changes that clinical practice ought to make to im- 
prove patient care. 
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ii.i Introduction 



The desirability of replacing clinical opinion with 
reliable, empirically sound observation, ideally 
based in randomized controlled trials, took hold 
in an increasing number of areas of medicine 
throughout the late 1980s and early 1990s. Studies 
of psychological therapies suddenly became the es- 
sential basis for the viability of widely-offered pro- 
cedures and indeed entire professions. In response 
to this demand, reviews of »the evidence base« have 
almost become a cottage industry, whether or not 
the authors fully understand the limitations of the 
research on which their reviews are based (Roth 
and Parry 1997). In this respect it is helpful that 
carefully framed and consensually developed na- 
tional policy guidance is emerging in the United 
Kingdom. As examples, evidence-based psychologi- 



cal therapy services have been identified as a na- 
tional goal (NHS Executive 1996), and there is 
now clear guidance regarding referral for major 
mental health conditions (Department of Health 
2001 ). 

We have recently reviewed the effectiveness of 
psychosocial interventions for all major forms of 
mental health problems (including depression, pho- 
bias, obsessive compulsive disorder, PTSD, eating 
disorders, schizophrenia, bipolar disorder, person- 
ality disorder, and substance abuse (Fonagy et al. 
2002; Roth and Fonagy 1996; Roth and Fonagy, in 
press; Target and Fonagy, in press) and this will 
form the basis of this chapter. The chapter covers 
many of the most important diagnostic categories. 

Our work is largely - but not solely - based on 
systematic reviews of randomized controlled trials; 
we judged that an exclusive focus on this methodol- 
ogy would be inappropriate. In line with the scien- 
tist-practitioner model, many innovations in psy- 
chological therapy develop along a hierarchy of de- 
signs from clinical observation backed by and linked 
to clinical theory, which lead first to experimenta- 
tion on a small scale; results are then tested in open 
trials and in turn are exposed to full scientific scru- 
tiny in randomized trials. On this basis we were 
keen to include well-conducted, clinically relevant 
research, maintaining a balance in our inclusion cri- 
teria between research rigor and clinical relevance. 
A major and regrettable limitation of our review is 
restriction to the English-language literature. Sum- 
marizing all our conclusions in this presentation 
would be inappropriate and impractical, but by fo- 
cusing on a few disorders we can give a flavor of 
our findings and indicate lessons we have learned 
and offer hints about a profitable future. 
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11.2 Differential Indications 



11.2.1 Anxiety 



Anxiety disorders commonly present as part of a 
more complex picture, frequently including other 
disorders (e.g., Strauss and Last 1993), and difficul- 
ties in adaptation such as shyness, academic under- 
achievement and unhappiness (e.g., Quay and La- 
Greca 1986). Fears and worries are, of course, very 
common in normal development (e.g., Bell-Dolan 
et al. 1990; Muris et al. 1998), and only become di- 
agnosable where a persistent and disabling pattern 
has become established. Nevertheless, it has been 
shown that, for children starting school, anxiety 
symptoms that do not meet diagnostic criteria are 
associated with academic impairment over the fol- 
lowing years (Ialongo et al. 1994, 1995). Here we 
are concerned with treatments for symptoms that 
do meet the thresholds for at least one diagnosis. 

Anxiety disorders in children and adolescents 
include the syndromes described for the adult pop- 
ulation, so for DSM-IV the following categories can 
be applied to children: generalized anxiety disorder 
(GAD), obsessive-compulsive disorder (OCD), 
agoraphobia, panic disorder, specific phobia, social 
phobia, and anxiety states due to either medical dis- 
order or substance use. In addition, separation anxi- 
ety disorder (SAD) can be diagnosed in children. 

Anxiety disorders are very common, but most 
cases go untreated. Different disorders have differ- 
ent prognoses, but moderate to severe cases are 
not likely to remit spontaneously, and when they 
do remit, it is quite common for other disorders 
to take their places (Flament et al. 1990; Kovacs 
and Devlin 1998; Pollack et al. 1996). Anxiety disor- 
ders commonly evolve into other anxiety or depres- 
sive syndromes. Persistent anxiety disorders cause 
pervasive and lasting impairments. The high place- 
bo response observed in child and adolescent pa- 
tients makes demonstration of efficacy of all treat- 
ments problematic. 

Behavioral techniques are often effective in the 
treatment of children with circumscribed phobias, 
especially younger children (King et al. 2001; Ollen- 
dick and King 1998). OCD can be improved in some 
cases, though generally not eliminated, by a cogni- 
tive-behavioral therapy (CBT) approach (March 
1995; March et al. 2001; March and Leonard 1996; 
March and Mulle 1995). This approach has so far 
mostly been evaluated with concurrent medication, 
but there is some evidence that CBT makes a distinc- 



tive contribution (DeVeaugh-Geiss et al. 1992; 
March et al. 1994). Bolton and colleagues (1983) re- 
ported results from an open series of 15 adolescents 
with moderate to severe, entrenched OCD treated 
primarily with response prevention, with family 
therapy used to support this (focusing mainly on 
obstacles to the response prevention approach). 
Sometimes other treatments were required for asso- 
ciated symptoms (five patients received clomipra- 
mine to ease depression or anxiety, with mixed ef- 
fects on the OCD symptoms). Treatment lasted for 
up to 4 years. In 8 of the 15 cases, symptoms were 
completely relieved at the end of treatment; six of 
these cases remained well at follow-up (between 1 
and 4 years later), while the other two had relapsed 
quite severely. Three cases showed no response to 
treatment lasting between 5 months and 4 years, 
and the remaining four showed partial improve- 
ment. The authors offered a useful discussion of 
the factors that appeared to affect response to treat- 
ment. Poor motivation, primary obsessional rumi- 
nations, conduct disorder, and obsessional slowness 
were associated with the bad outcomes. 

Certain CBT packages have been shown to be ef- 
fective in the treatment of generalized and other an- 
xiety disorders and, for those who improve, the 
gains can be maintained (Barrett et al. 1996; Kendall 
et al. 1997; Toren et al. 2000; Tracey et al. 1999). In a 
small open trial of parent- child group CBT for pre- 
adolescent children with anxiety disorders (Toren et 
al. 2000) the children whose mothers met criteria for 
an anxiety disorder (half the sample) did better than 
those whose mothers were not anxious, even though 
the anxious mothers’ own anxiety levels were not re- 
duced during treatment. This small study strongly 
justifies extension and clarification, as it involved 
a relatively brief and low-cost treatment which ap- 
pears to have been helpful with a challenging group: 
clinically-referred children, most with comorbid di- 
agnoses and half of whose mothers had similar 
symptoms. 

Exposure has been assumed to be a central aspect 
of the efficacy of CBT, but two recent well-designed 
studies of the treatment of school phobia found that 
therapeutic support without exposure was equally ef- 
fective (Last et al. 1998; Silverman et al. 1999). Where 
exposure treatment is used, it may well be more ef- 
fective as well as humane to use a gradual, rather than 
a »flooding« approach (King et al. 1998). There is ac- 
cumulating evidence that CBT for childhood anxiety 
disorders can be delivered in a group as successfully 
as in an individual format (Flannery-Schroeder and 
Kendall 2000; Manassis et al. 2002). Adding a family 
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component to CBT may well be beneficial for younger 
children, or for families where parental anxiety is 
also high (Barrett et al. 1996; Cobham et al. 1998; Ho- 
ward and Kendall 1996). 

There is preliminary evidence that psychody- 
namic psychotherapy may be effective in the treat- 
ment of anxiety disorders (Target and Fonagy 
1994a). Children with anxiety disorders (with or 
without comorbidity) showed greater improvements 
than those with other conditions, and greater im- 
provements than would have been expected on the 
basis of studies of untreated outcome. Over 85% 
of 299 children with anxiety and depressive disor- 
ders no longer suffered any diagnosable emotional 
disorder after an average of 2 years’ treatment. 
Looking in more detail at specific diagnostic groups, 
it was found that phobias (n = 48), separation anxi- 
ety disorders (n = 5 8) and overanxious disorder 
(w =145) were resolved in around 86% of cases. 
OCD was more resistant, ceasing to meet diagnostic 
criteria in only 70% of cases. There are serious lim- 
itations to a retrospective study, and there was no 
control group or follow-up; however, these rates of 
improvement appear to be above the level expected 
from longitudinal studies. A further finding was that 
children with severe or pervasive symptomatology, 
such as GAD, or multiple comorbid disorders, re- 
quired more frequent therapy sessions, whereas 
more circumscribed symptoms - such as phobias 
- even if quite severe, improved comparably with 
once or twice weekly sessions. These findings justify 
an RCT in which difficult cases, perhaps those which 
have not improved with briefer treatments, are 
treated with a manualized psychodynamic approach 
and assessed using appropriate outcome measures. 

No studies have so far examined the effective- 
ness of family therapy for childhood anxiety disor- 
ders, other than CBT delivered in a family format. 

A number of studies have examined predictors 
of improvement in groups of treated children. Ber- 
man and colleagues (2000) studied 106 children 
aged 6-17 years with various anxiety disorders, 
who were given exposure-based treatment. Children 
did less well if they were also depressed or had trait 
anxiety, or whose parents had more psychopathol- 
ogy (this was most important in younger children). 
Southam-Gerow and colleagues (2001) evaluated 
predictors of response to individual CBT in a similar 
group of anxious children. Here, predictors of poor 
outcome were more severe internalizing problems, 
more maternal depression, and the child being old- 
er. Kendall and colleagues (2001) examined the im- 
portance of comorbidity in predicting the outcome 



of CBT for 173 children given 16-20 weeks of treat- 
ment. Comorbidity was found to be associated with 
greater pretreatment severity but not with worse 
outcome. This is consistent with a number of pre- 
vious findings including from the Southam-Gerow 
study (2001). Layne and colleagues (2003) examined 
predictors of outcome in a group of 41 adolescents, 
all of whom had diagnoses of both anxiety and de- 
pression. Worse outcome was associated with worse 
school attendance at baseline, more SAD and avoi- 
dant disorder, and female gender. 

Crawford and Manassis (2001) explored the im- 
portance of family factors in child anxiety outcome. 
These authors found that the outcome of either indi- 
vidual or group CBT, with parallel parent training, 
was heavily mediated by family stress; specifically, 
clinician-rated child outcome was strongly pre- 
dicted by the child’s rating (before treatment) of 
family dysfunction and of parental frustration. 
Greater dysfunction and frustration predicted worse 
treatment outcome. 

11.2.2 Post-traumatic Stress Disorder 



Trauma of various kinds is strongly associated with 
psychopathology, particularly emotional (e.g., 
Kliewer et al. 1998) and behavioral (e.g., Farrell 
and Bruce 1997) problems as well as developmental 
delay (e.g., Delaney-Black et al. 2002). Children who 
have subthreshold post-traumatic stress disorder 
(PTSD) have similar problems to those who meet 
full diagnostic criteria (Carrion et al. 2002). For ex- 
ample, follow-up studies of sexually abused children 
have identified both short-term and long-term ef- 
fects, including depression, anxiety, and eating dis- 
orders (Beitchman et al. 1991, 1992; Trowell et al. 
1999). 

The published literature of the treatment of 
PTSD in children is at an early phase. There is evi- 
dence of a number of promising, brief treatments for 
children with relatively chronic PTSD symptoms as 
well as treatments that may be applied at an early 
stage following the trauma. Trauma-specific CBT 
has emerged from several studies as effective in im- 
proving PTSD symptoms and associated depression 
and anxiety (Cohen and Mannarino 1996, 1998; 
Deblinger et al. 1999, 2001; March et al. 1998). There 
is some indication of benefit to social functioning 
(Cohen and Mannarino 1998). One trial of CBT 
(Deblinger et al. 1996, 1999) focusing on PTSD 
and other emotional problems in 100 school-age 
children with a history of CSA contrasted child-fo- 
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cused, mother-focused, mother and child, and stan- 
dard community care (TAU) control. All three active 
treatments were superior to TAU and improvements 
were maintained at 2-year follow-up. However, treat- 
ment continued during the follow-up period and at- 
trition was high. Inclusion of parents resulted in 
greater improvement in the child’s depression and 
included children benefited more in terms of PTSD 
symptoms. This suggests that the inclusion of both 
parents and children is essential for good outcome. 

Non-CBT psychotherapeutic approaches have 
also been tested and are showing promise in both sin- 
gle trauma and chronic or multiple trauma related 
conditions (Chemtob et al. 2002; Goenjian et al. 
1997; Layne et al. 2001; Salloum et al. 2001; Saltzman 
et al. 2001; Soberman et al. 2002; Trowell et al. 2002). 
The evidence here is less strong, with no randomized 
controlled trial showing superiority to an active con- 
trol group. However, pre-post effect sizes are impres- 
sive and the range of benefits include prosocial be- 
haviors (Layne et al. 2001; Soberman et al. 2002) and 
school performance (Saltzman et al. 2001). Several 
studies demonstrated powerful effects from relatively 
brief (4-6 sessions) interventions with individuals 
with quite chronic PTSD symptoms identified in 
community cohorts (Chemtob et al. 2002). The status 
of eye movement desensitization and reprocessing 
(EMDR) as an adjunct to other trauma-related treat- 
ments is as yet uncertain (Chemtob et al. 2002; Rubin 
et al. 2001; Soberman et al. 2002). 

11.2.3 Depression 



In children and teenagers, a diagnosis of major de- 
pressive disorder (MDD) requires a minimum 2 
week period of pervasive mood change towards sad- 
ness or irritability, and loss of interest or pleasure 
(American Psychiatric Association 1994). The 
symptoms must not be explicable by other influ- 
ences such as other illnesses, substance abuse, or re- 
cent bereavement. Diagnosis also requires some bio- 
logical characteristics, such as loss of appetite, in- 
somnia, reduced energy, or libido in adolescents. 
Children and adolescents may show more anxiety 
and anger, fewer vegetative symptoms and less ver- 
balization of hopelessness than adults (American 
Academy of Child and Adolescent Psychiatry 
1998). Dysthymic disorder (DD) is a chronic condi- 
tion with depressed and/or irritable mood, present 
most of the time for at least a year. At least two other 
symptoms of MDD must be present (American Psy- 
chiatric Association 1994). 



Treatment of depression in children has gener- 
ally been approached by adapting approaches used 
with adult patients, particularly medication and 
cognitive-behavioral therapy. CBT appears to be ef- 
fective, whether provided individually (Brent et al. 
1998; Kroll et al. 1996; Wood et al. 1996) or in a 
group (Clarke et al. 1999; Lewinsohn et al. 1984, 
1994, 1996; Stark et al. 1987). Reinecke and collea- 
gues (Reinecke et al. 1998) carried out a meta-anal- 
ysis of studies of CBT for adolescent depression, and 
found a robust effect size of 1.02 at termination and 
0.61 at follow-up. Harrington and colleagues (Har- 
rington et al. 1998) have also carried out a very use- 
ful systematic review of all methodologically sound 
CBT outcome studies ( n = 6 ) for childhood depres- 
sive disorder. Their pooled odds ratio was 3.2, with 
children receiving CBT significantly more likely to 
be in remission by the end of treatment. This odds 
ratio fell to 2.2 if a (very conservative) intent to treat 
analysis was applied (in which all dropouts from the 
control groups were counted as having remitted, and 
all those from the CBT groups as not having re- 
mitted). However, CBT has mainly been tested with 
mildly-moderately impaired adolescents, rather 
than with either severe cases or (preadolescent) chil- 
dren. In a trial of CBT including 96 depressed ado- 
lescents (Lewinsohn et al. 1994, 1996) adolescents 
with less severe symptoms and better initial adapta- 
tion tended to benefit more from the treatment. 

CBT may be particularly effective for adolescents 
with comorbid anxiety (Brent et al. 1998). Family 
factors such as maternal depression and family dis- 
cord can reduce treatment response (e.g., Brent et al. 

1998) . CBT is not more effective in cases where there 
are greater cognitive distortions, and its benefits are 
apparently not explained by a reduction in such cog- 
nitions (Brent et al. 1997; Lewinsohn et al. 1990). 
Providing longer courses of CBT (or booster ses- 
sions) in cases of nonresponse to a standard length 
of treatment seems to hasten recovery (Clarke et al. 

1999) . CBT seems to be more effective than tricyclic 
medication (Reinecke et al. 1998). However, it is less 
likely to be effective in more severe cases. Recent 
studies have confirmed that referred, depressed ado- 
lescents are more difficult than recruited cases to 
treat successfully, even when severity is comparable 
(Birmaher et al. 2000; Brent et al. 1998, 1999). As 
studies of the effectiveness of tricyclic medication 
for childhood depression have generally involved 
more severely impaired cases than have the studies 
of CBT, the apparent superiority of CBT might be 
partly accounted for by the selection of milder cases. 




11.2 • Differential Indications 



123 



11 



Rohde and colleagues (2001) have analyzed the 
data from the combined Oregon cohorts (Clarke et 
al. 1999; Lewinsohn et al. 1990), to examine the in- 
fluence of comorbidity on outcomes for CBT. Almost 
40% of the sample of the 151 adolescents had had 
another lifetime diagnosis (in addition to the de- 
pressive disorder at intake). Contrary to expecta- 
tions, although comorbidity was associated with 
greater impairment at intake, it did not predict 
poorer outcome (in fact comorbidity with anxiety 
was a positive factor), nor did it predict slower re- 
covery, with the exception of substance abuse, which 
did seem to delay improvement. 

Interpersonal psychotherapy, adapted for ado- 
lescents (IPT-A), appears promising for treatment 
of adolescent depression (Moreau et al. 1991; Muf- 
son et al. 1994, 1999). Family therapy, or parent 
work in parallel with individual treatment for the 
child, has been included as a condition in four RCTs 
(e.g., Brent et al. 1997). Neither approach has been 
convincingly shown to be more effective than gener- 
al support, or routine care, but family therapy in 
particular needs to be manualized. Social skills 
training and individual child psychotherapy have 
not yet been shown to be effective treatments. A 
chart review study of 763 patients who had been 
in psychoanalytic therapy (Target and Fonagy 
1994 b) included 65 children and adolescents with 
dysthymia and/or major depression, who had been 
treated for an average of two years. By the end of 
therapy, over 75% showed reliable improvement in 
functioning and no depressive symptoms. However, 
the episodic course of depression means that these 
pre-post findings with no control group or follow- 
up cannot be taken as evidence of efficacy. A clearer 
finding was that children and adolescents with de- 
pressive disorders appeared to benefit more from 
intensive therapy (4-5 sessions per week) than from 
nonintensive therapy (1-2 sessions per week), after 
controlling for length of treatment and level of im- 
pairment at referral. This is of some interest given 
that the depressed cases were mostly adolescents, 
who generally did not gain additional benefit from 
frequent sessions. 

As in outcome studies for many other disorders, 
outcome of the treatment of depression has gener- 
ally been defined in terms of symptoms and diag- 
nostic status, whereas other impairments, such as 
deficient social adaptation and academic perfor- 
mance, are also central. 



11.2.4 Conduct Problems 



Conduct problems include conduct disorder (CD) 
and oppositional defiant disorder (ODD). According 
to DSM-IV, ODD must include a repetitive pattern of 
defiance and disobedience and a negative and hos- 
tile attitude towards authority figures of at least 6 
months’ duration. Although ODD and CD overlap 
in definition, CD, unlike ODD, entails the violations 
of the basic rights of others or of age-appropriate so- 
cietal norms or rules. Conduct disorder with onset 
before puberty is generally considered more severe 
and more likely to entail neuropsychological deficits 
than adolescent onset antisocial behavior, which 
may have peer influence as a major part of causation 
(Moffitt et al. 1996). 



11.2.4.1 Psychosocial Treatment 
Interventions for Preadolescents 
with ODD and CD 

11.2.4.1.1 Parent Training 

The parent training model is based on the assump- 
tion that ODD and CD reflect parental difficulty in 
adequately reinforcing socially appropriate forms 
of conduct as well as a tendency to maintain inap- 
propriate forms through coercive interactions (Kaz- 
din 1995; Miller and Prinz 1990; Patterson 1982). 
This 6-8 week intervention is conducted with the 
parents with limited therapist-child contact. Parents 
are encouraged to refocus on prosocial behaviors 
rather than on the elimination of conduct problems. 
The training component of the program is based on 
behavioral management principles drawn from so- 
cial learning theory. Although programs vary in 
terms of the exact syllabus and the methods of de- 
livering these contents, in all programs dyadic in- 
struction is accompanied by other aids to learning, 
such as role playing, behavioral rehearsal, and struc- 
tured homework exercises. Evidence that changing 
families’ interaction patterns has the power to alter 
the child’s behavior is very strong (Ducharme et al. 
2000; Forehand and Long 1988; Long et al. 1994; Nix- 
on et al. 2003; Nye et al. 1995; Patterson and Cham- 
berlain 1988; Schuhmann et al. 1998; Webster-Strat- 
ton and Hammond 1997; Webster-Stratton and Reid 
2003). There is accumulating evidence that parent 
training programs generally may be applied in a 
wide range of conduct problems and effectively de- 
livered in various settings, including clinical popula- 
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tions (Bradley et al. 1999; Cunningham et al. 1995; 
Scott et al. 2001). 

Larger effects (fewer dropouts, greater gains, 
and better maintenance) tend to be found for parent 
training when the children are younger; there is less 
comorbidity, the disturbance of conduct is less se- 
vere, there is less socioeconomic disadvantage in 
the family (Holden et al. 1990; Kazdin et al. 1992; 
McMahon et al. 1981), the parents are together (Du- 
mas and Albin 1986; Farmer et al. 2002), parental 
discord and stress is low (Dadds et al. 1987; Dumas 
and Albin 1986; Kazdin et al. 1992; McMahon et al. 
1981; Webster- Stratton 1996), social support is high, 
and there is no parental history of antisocial behav- 
ior. Failure to benefit from the program may be as- 
sociated with parental disadvantage, lack of parental 
perception of a need for intervention, marital dis- 
cord (Dadds et al. 1987; Nye et al. 1995), parental 
drug or alcohol problems (Nye et al. 1995), psychiat- 
ric difficulties (drug and alcohol problems, depres- 
sion, personality difficulties), more severe and 
chronic antisocial behavior and comorbidity in 
the child (Kazdin 1995; Ruma et al. 1996). However, 
inattention, impulsivity, and hyperactivity problems 
increase the size of the response (Hartman et al. 
2003). Maternal psychopathology, in particular de- 
pression and life events, has been found to reduce 
the effectiveness of parent training (Dumas and Al- 
bin 1986; Kazdin et al. 1992; McMahon et al. 1981; 
Webster- Stratton 1996). There are also findings 
which indicate that single parent status (Dumas 
and Albin 1986), only one parent attending (Farmer 
et al. 2002), and maternal insecurity of attachment 
(Routh et al. 1995) may undermine progress, but 
these associations are not sufficiently consistent 
across studies. In the case of violent families, conse- 
quence procedures normally included in parent 
training packages can result in confrontation be- 
tween the parent and the oppositional child which 
could provoke more serious aversive interactions 
in parents prone to child abuse (Lutzker 1996). »Er- 
rorless« compliance training offers an alternative to 
the use of physical consequence for noncompliance 
(Ducharme et al. 2000). Parent training can have 
quite limited effects when parents themselves did 
not seek treatment (Barkley et al. 2000; Webster- 
Stratton and Hammond 1997). 

11.2.4.1.2 Child-Oriented Interventions 

Psychodynamic treatments have not been shown to 
be effective for children with conduct problems rel- 
ative to an untreated or alternative treatment control 
group. Mild conduct problems are ameliorated with 



the help of social skills and anger management cop- 
ing skills training (see Quinn et al. 1999 for a re- 
view). In a school-based coping skills intervention 
(Lochman et al. 1993) children rated aggressive 
and rejected benefited from this package in terms 
of reduced aggression (ES = .85) and social accep- 
tance (ES = .89) while those who were aggressive 
but not socially rejected did not. Attrition was, how- 
ever, high at 45%. There is no evidence for the use of 
social skills and anger management coping skills 
training approaches on their own with more chronic 
and severe cases (Fonagy et al. 2002). Problem-solv- 
ing skills training is the most rigorously investigated 
singular approach to the cognitive-behavioral treat- 
ment of conduct problems. Its effectiveness in com- 
bination with parent training has been demon- 
strated by two independent studies (Kazdin et al. 
1992; Kazdin and Wasser 2000) and seems to be 
the treatment of choice for conduct problems in 
school-aged children (8-12). In a trial contrasting 
relationship therapy (RT) with (a) PSST, and (b) 
PSST and in vivo practice outside the treatment set- 
ting, PSST produced improvements with the outpa- 
tient, milder or moderate severity group, as well as 
the inpatient group. Children with more severe dis- 
turbance of conduct (either in terms of frequency or 
intensity) were more likely to drop out or have neg- 
ative outcomes (Kazdin et al. 1994). There is some 
indication that ethnic minority status may be asso- 
ciated with relatively poorer outcomes (Kazdin 

1996) . 

Of 242 children aged 3-14 years (mean age 8 1/2) 
who had been referred to a specialist outpatient unit 
for treatment for oppositional, aggressive, and anti- 
social behavior, 39.9% dropped out (Kazdin et al. 

1997) . These families were more likely to be from 
minority groups, from single-parent families, on 
public assistance, to have adverse child-rearing 
practices, to be of low SES, and to have a child with 
a history of antisocial behavior. Families who 
dropped out had higher levels of stressors and ob- 
stacles which competed with treatment, including 
conflict with a significant other about coming to 
treatment, problems with other children, and treat- 
ment being seen as adding to other stressors. Those 
terminating early also perceived the treatment as 
less relevant to the child’s problems and appeared 
to have poorer relationships with the therapist. 

These conclusions were supported by an uncon- 
trolled study of 250 children and families treated 
with PSST and PMT (Kazdin and Wasser 2000). 
The combination of these treatments administered 
to children referred to a community-based Univer- 
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sity Clinic was found to be quite effective in causing 
change over an average of 22 weeks of treatment. 
The greater the severity of the child’s dysfunction 
and the higher the perceived barriers, the smaller 
the observed changes in the child’s problems asso- 
ciated with treatment. Helping parents deal with 
stress independently improves the outcome of al- 
ready potent combinations of PMT and PSST (Kaz- 
din and Whitley 2003). 

11.2.4.1.3 Classroom Behavior-Focused 
Interventions 

Classroom contingency management methods are 
demonstrated to be effective in controlling the be- 
havior of children with conduct problems in that 
setting (e.g., Deitz 1985; Walker et al. 1984), but they 
have not yet been convincingly shown to generalize 
beyond the classroom situation or beyond the ter- 
mination of the programs (Barkley et al. 2000). Par- 
ent-administered reinforcements may enhance 
classroom contingency management in universal 
or selective prevention programs (Ayllon et al. 
1975; Kahle and Kelley 1994). Where children have 
behavior problems in the classroom, the addition 
of contingency behavior management programs in 
the classroom should be considered, in addition to 
family based treatments. 

11.2.4.1.4 Psychosocial Treatment 
Interventions for Adolescents 

In general, the strongest evidence is for those multi- 
level, relatively intensive, community-based, highly 
structured and well-integrated programs focusing 
on goals proximal to offending behavior (for exam- 
ple, family monitoring and supervision of the ado- 
lescent). Functional Family Therapy has been shown 
to be effective in reducing recidivism in adolescents 
who have multiply offended (Barton et al. 1985; Gor- 
don et al. 1988, 1995). It is a promising treatment 
which has not yet been widely applied. Structural 
family therapy has been shown to be effective in 
Hispanic youths with conduct problems (Santiseban 
et al. 2003). Several studies have shown that integrat- 
ing a training program for carefully selected foster 
parents with problem-solving skills and anger man- 
agement skills training for delinquent adolescents is 
a powerful approach, reducing behavior problems as 
well as recidivism (Chamberlain and Reid 1998; 
Chamberlain and Rozicky 1995). Multisystemic 
therapy (MST) is the most effective treatment for 
delinquent adolescents in reducing recidivism and 
improving individual and family pathology (Bor- 
duin 1999; Henggeler et al. 1986, 1992, 1993, 



1996). It is substantially more effective than individ- 
ual treatment even for quite troubled and disorga- 
nized families. MST shares a particular strength 
with other systemic family approaches in reducing 
attrition rates in this highly volatile group (Hengge- 
ler et al. 1996). A number of treatment packages 
combining a range of individual skills-oriented 
techniques appear promising (Feindler et al. 1984; 
Guerra and Slaby 1990; Huey and Rank 1984), but 
the most effective combination of specific tech- 
niques has not yet been identified and results on 
long-term outcomes are equivocal. 

The effectiveness of parent training has been as- 
sessed in adolescents; while trials show statistically 
significant gains associated with these programs, 
these gains are of low clinical significance (Bank 
et al. 1991; Dishion and Andrews 1995; Raue and 
Spence 1985). Group treatments of conduct-disor- 
dered adolescents appear to carry a risk of worsen- 
ing rather than improving the individual’s behavior 
problems (Dishion and Andrews 1995). Social skills 
and social problem-solving approaches lead to desir- 
able short-term changes, but do not generalize well 
across settings or engender lasting improvements 
(Feindler et al. 1984; Guerra and Slaby 1990; Huey 
and Rank 1984). Anger management is a promising 
treatment approach, but the evidence for its efficacy 
is quite limited (Feindler et al. 1984). School-based 
approaches have considerable potential, but studies 
to date have failed to demonstrate powerful effects 
on delinquency (Esbensen and Osgood 1999; Gott- 
fredson and Gottfredson 1992). The evidence for 
community-wide implementation of psychosocial 
treatment programs is inadequate and the results 
are mixed, although family preservation and sys- 
temic family therapy implementations appear most 
promising (Nugent et al. 1993). 

Individual treatment approaches appear to be 
less effective than family-based approaches, but if 
individual approaches are implemented, these 
should focus on proximal causes for delinquent be- 
havior rather than more distal underlying problems. 
The programs for these adolescents should be skills 
oriented wherever possible, identifying the skills 
deficits. 

11.2.5 Attention Deficit/ 

Hyperactivity Disorder 



The characteristics of ADHD are reduced levels of 
concentration or attention, impulsivity and over- ac- 
tivity or restlessness. There is no clear demarcation 
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between extremes of normality and truly abnormal 
degrees of these behaviors. Findings from several 
factor analytic studies, such as the study by Lahey 
and Carlson (1992), suggest two separate dimen- 
sions in ADHD: the impulsive hyperactive, and the 
inattentive disorganized dimension. DSM-IV de- 
scribes three types of ADHD: predominantly inat- 
tentive, predominantly hyperactive, and combined 
(both sets of symptoms). 

Systematic reviews of extended treatment stud- 
ies underscore the unique value of stimulant medi- 
cation (Farmer et al. 2002; Schachar et al. 2002). 
75% of children with ADHD show normalization 
of inattention, hyperactivity, and impulsivity when 
treated with stimulants. It is not possible to predict 
with certainty who will show a good response. At- 
tention and output during academic tasks improve 
by 70% with stimulant medication. Efficiency and 
accuracy show approximately 50% improvement 
but there is little evidence for improved academic 
performance in the long term. Prosocial behaviors 
do not improve substantially although there is evi- 
dence that these benefit from the additional use of 
clonidine (Hazell and Stuart 2003). Despite im- 
provement, behavior is not normalized with medi- 
cation in all cases (MTA 1999). 

A number of psychosocial treatments have been 
shown to be effective in ADHD compared to wait list 
controls (e.g., Anastopoulos et al. 1993; Hoath and 
Sanders 2002; Sonuga-Barke et al. 2001). Compared 
to medication, the adjunctive effects of psychosocial 
treatment is unclear, with some studies showing lit- 
tle or no benefit from adding psychosocial interven- 
tions to well-administered medication treatments 
(Horn et al. 1991; Ialongo et al. 1993) and other 
studies suggesting that the appropriate psychosocial 
intervention can help attain desired responses with 
lower doses of medication (Abikoff and Hechtman 
1996; Satterfield et al. 1981, 1987; Vitiello et al. 
2001). It is possible that the presence of comorbid 
anxiety (Jensen et al. 2001; The MTA Cooperative 
Group 1999) and high parental education (Pister- 
man et al. 1992; Rieppi et al. 2002) indicate greater 
benefit from intensive behavioral psychosocial treat- 
ment. Behavior therapy on its own is less effective 
than stimulant medication, but it can perhaps pre- 
vent a need for higher doses of medication (Vitiello 
et al. 2001). It improves task behavior and reduces 
disruptive behavior, but there is little evidence of 
generalization across settings so far. 

Most of these observations are derived from the 
MTA study, which is a 5 -year multimodal treatment 
study set up by the National Institute of Mental 



Health (Richters et al. 1995). A sample of 579 chil- 
dren with attention deficit/hyperactivity disorder 
were randomly allocated to 14 months of treatment 
into one of three experimental groups or a control 
group: (a) medication, (b) intensive behavioral 
management with the parents, child, and school 
with therapist input reduced over time, (c) the 
two »optimally« combined, or (d) standard care 
chosen by families obtained from community 
providers. In the presence of comorbid anxiety (pre- 
sent in 34% of the sample) there was a trend towards 
a better response to the combined treatment than to 
medication on its own, and behavioral intervention 
alone was better than the standard community care: 
the presence of comorbid anxiety reduced the rela- 
tive advantage of medication over the other treat- 
ments, but it did not reduce the rate of response 
to medication (March et al. 2000). ADHD only and 
ADHD with comorbid conduct or oppositional defi- 
ant disorder subjects responded only to treatments 
that included medication. If comorbidity included 
anxiety as well as conduct syndromes, the combined 
treatment group fared best. Combined treatments 
were more effective for better-educated families 
and yielded greater patient satisfaction (Rieppi et 
al. 2002). Treatments involving medication were 
more likely to assure normalization in the absence 
of parental depression and less severe initial presen- 
tation (Owens et al. 2003). Beneficial effects of the 
behavioral treatment appeared to remain several 
months after the treatment had ceased, supporting 
the notion that combining treatments may allow 
earlier discontinuation of medication. Further, par- 
ental disciplinary practices consistently predicted 
changes in child outcome at school (Hinshaw et al. 
2000; Wells et al. 2000). 

Multimodal treatments have not yet consistently 
demonstrated superiority. There is no good evi- 
dence that cognitive-behavioral therapy is effective 
on its own (e.g., Abikoff et al. 1988; Abikoff and Git- 
telman 1985; Brown et al. 1986) and its effective 
component may be the behavioral one. Parent train- 
ing is effective in improving compliance with in- 
structions (Pisterman et al. 1992, 1989) but not all 
families are able to persist with the approach. Parent 
training is more likely to be effective if participating 
mothers have low levels of ADHD symptoms (Rieppi 
et al. 2002; Sonuga-Barke et al. 2002; unrelated to 
other aspects of maternal health or child function- 
ing). Parental ADHD may require treatment before 
PMT is likely to be effective for younger children 
with ADHD. Drop-out rates are higher among 
less-educated parents (Pisterman et al. 1992), sug- 
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gesting that greater efforts are required to involve 
this needy group of parents as further parent train- 
ing courses are developed. Parent training is best 
carried out when the children are prepubertal (Ana- 
stopoulos et al. 1996). There is no evidence that so- 
cial skills intervention leads to an improvement in 
poor relationships (Cousins and Weiss 1993). There 
is no evidence either for or against the effectiveness 
of systemic or psychodynamic therapy. However, the 
studies are generally short-term and under-repre- 
sent female patients relative to the normal duration 
and gender mix of ADHD clinics. Mediator and 
moderator analyses indicated clinically relevant per- 
son-by-treatment interactions (Jensen et al. 2001). 

1 1 .2.6 Tourette Syndrome 



Tourette syndrome is a common childhood onset 
disorder with unknown neurobiological etiology 
(Comings and Comings 1985). It presents with mo- 
tor and vocal tics. 

Behavioral treatments have been found to be 
beneficial with such interventions as habit-reversal 
(performing a movement which is opposite to the 
tic in question) and relaxation (Azrin and Peterson 
1990). This requires approximately a year’s course of 
monthly behavioral treatments but it is not benefi- 
cial for all children with Tourette’s. Other techniques 
such as massed negative practice, where the child 
performs the tic as quickly and forcefully as they 
can, have had uncertain results (Azrin and Peterson 
1988). Leckman and Cohen (1994) found that fami- 
lies generally report only short-term benefits from 
these interventions. 

Leckman and Cohen (1994) report that psy- 
chotherapy may be useful in helping children and 
families cope with this distressing illness, but there 
have been no controlled studies of its use. Similarly, 
although not clinically evaluated, studies have sug- 
gested that supportive interventions with the family 
and with the school are beneficial. 

There is no one ideal drug treatment for Tour- 
ette syndrome either in isolation or in the presence 
of comorbid disorder(s). In the absence of comorbid 
problems, the current treatments of choice are halo- 
peridol or clonidine, with little to choose between 
them. 



1 1 .2.7 Schizophrenia 

and Other Psychoses 



11.2.7.1 Schizophrenia 

There are very few evaluations of psychosocial treat- 
ments for children and young people with schizo- 
phrenia. One trial of behavioral family intervention 
(Linszen et al. 1996) is noteworthy because of the 
relatively large number of participants. The pro- 
gram consisted of a 3 months inpatient and 12 
months outpatient phase. Seventy six patients were 
randomly assigned to an individual-orientated psy- 
chosocial intervention program or to an identical 
psychosocial program plus a behavioral family in- 
tervention. Overall relapse rates during the outpa- 
tient interventions were low (16%). Adding family 
intervention to the psychosocial intervention did 
not affect the relapse rate. Patients in low expressed 
emotion (EE) families relapsed slightly more often 
during the psychosocial plus family intervention. 
Additional family intervention may increase stress 
in low EE families, thus affecting relapse in their 
children. Five-year follow-up of this group found 
no differential treatment effects with regard to the 
course of the illness but there was a significant ben- 
efit from family therapy in terms of the number of 
days spent in psychiatric institutions (Lenior et al. 
2001 ). 

Practitioner reviews emphasize the need for a 
range of psychosocial interventions: clear, accurate, 
and developmentally appropriate information to be 
made available to patients and their families; psy- 
chological interventions for the patient aimed at im- 
proving social skills, self-care, and problem solving; 
family-based interventions to improve family func- 
tioning and coping skills (McClellan and Werry 
1997). However, there is little empirical evidence 
for these approaches and some suggestion that ex- 
trapolation from studies of adults is not always jus- 
tified. Asarnow and colleagues (1994) did not find 
high levels of expressed emotion in the families of 
children with schizophrenia, suggesting interven- 
tions aimed at reducing expressed emotion may 
not be justified. 



11.2.7.2 Mania and Bipolar Disorders 

Comprehensive multimodal treatment programs 
which combine psychoeducation, supportive thera- 
py for child and family, attention to comorbid con- 
ditions, and so on are recommended by most 
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authorities but no research evidence supports these 
recommendations. Miklowitz and colleagues (1988) 
report that family factors such as expressed emotion 
and affective style do predict relapse in adult manic 
bipolar patients, suggesting a possible way forward. 

Current best practice suggests a variety of other 
psychosocial interventions aimed at reducing social 
disruption, enabling developmental tasks to be seen 
through, supporting education, and reducing dis- 
tress (Kafantaris 1995; McClellan and Werry 1997). 

11.2.8 Autism 



The definition of autism covers problems in three 
main areas of functioning, with onset in the first 
three years of life: (a) qualitative impairments in so- 
cial interactions that may be apparent as failure to 
comprehend that others have feelings, lack of inter- 
est in imitative or social play, and inability to seek 
friendships or comfort from others; (b) qualitative 
impairments in verbal and nonverbal communica- 
tion; (c) restriction of interests and a resistance to 
change, which may be expressed as an insistence 
on certain routines or a desire to take part in only 
a narrow range of interests or activities. 

Physical treatments are sometimes required if 
behavioral therapies are insufficient. However, only 
a small number of drugs have so far been found to 
be effective in double-blind studies. Psychostimu- 
lants are promising drugs for hyperactivity in chil- 
dren with pervasive developmental disorders and 
there is an insignificant risk of serious adverse reac- 
tions (Birmaher et al. 1988). Haloperidol may reduce 
aggression, hyperactivity, and preoccupations but 
there is a risk of tardive dyskinesias and other side 
effects (Anderson et al. 1984; Campbell et al. 1978; 
Locascio et al. 1991). Naltrexone has been reported 
in two controlled studies to improve hyperactivity 
and disruptive behavior. In one controlled study, 
clomipramine was superior to placebo in reducing 
autistic withdrawal, preoccupations, hyperactivity, 
and oppositionality, and it was certainly more effec- 
tive than desipramine (Gordon et al. 1993). 

Effective behavioral treatments have been shown 
to reduce some of the secondary problems asso- 
ciated with autism (Anderson et al. 1987; Eikeseth 
et al. 2002; Howlin and Rutter 1987; Lovaas 1987; 
McEachin et al. 1993), but social and communicative 
abnormalities have so far proved more resistant to 
intervention (Howlin and Rutter 1987). The inter- 
ventions need to provide a behavior program at 
home and at school, incorporating parent and 



teacher training. Expected benefits include persist- 
ing gains in IQ, improvements in daily living skills, 
communication and the ability to socialize, and a 
decrease of behavior problems. Studies have tended 
to focus on children under the age of 4 years at the 
time of commencing treatment, but it is unclear 
whether early commencement of treatment is a nec- 
essary condition for successful treatment. All the 
studies of behavioral interventions in autistic chil- 
dren have included a parent training approach 
and have been extended to community and school 
settings. There is emerging evidence that the behav- 
ioral component rather than intensity is responsible 
for change (Eikeseth et al. 2002). Despite a variety of 
approaches, there is no good evidence that individ- 
ual social skills training significantly benefits autis- 
tic individuals (Campbell et al. 1996; Matson and 
Swiezy 1994). Play groups appear to be effective in 
promoting communication skills in children with 
autism (Cogher 1999) and improvements appear 
to generalize to settings outside the play group 
(Kohler et al. 1995), but there is inadequate evidence 
for the sustainability of these gains (Kok et al. 2002). 
A new promising line of studies is exploring inter- 
ventions related to specific deficits of social cogni- 
tion assumed to underpin many other behavioral 
dysfunctions, including the difficulty in engaging 
in a teaching-learning process (Hadwin et al. 1996, 
1997; Howlin et al. 1999; Silver and Oakes 2001; 
Whalen and Schreibman 2003). Parent training 
and computer-aided training are both being ex- 
plored in this area (Drew et al. 2002; Silver and 
Oakes 2001), and the field seems ripe for a large- 
scale, comprehensive treatment trial including par- 
ent and peer training components focused on social 
cognitive, rather than behavioral, deficits. 

11.2.9 Eating Disorders 



Anorexia nervosa is characterized by deliberate re- 
fusal to maintain body weight above a level that is 
15% below that expected for the individual’s age 
and height. The diagnostic criteria also include in- 
tense fear of becoming fat even though underweight; 
severe restriction of food intake, often with exces- 
sive exercising, distorted perception of body image 
and shape, and cessation of menstruation in post- 
menarchal women. 

In children below the age of 15, Bryant- Waugh 
and Lask (1995) point out that about 25% of refer- 
rals to their clinic in London present disturbances 
of eating that do not fit the existing diagnostic 
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DSM-IV categories. The variants include selective 
eating, food-avoidance emotional disorder, and per- 
vasive refusal syndrome. Studies in children and 
adolescents have led to the suggestion that anorexia 
nervosa and bulimia nervosa may be different 
symptom patterns of one basic eating disorder, in 
which preoccupation with food and a disturbed 
body image are core symptoms (van der Ham et 
al. 1994). However, there are no reports of prepuber- 
tal bulimia nervosa. Until very recently, very few 
cases with onset below the age of 14 have been noted 
(Schmidt et al. 1992). 

Most behavioral approaches to anorexia nervosa 
combine operant techniques for weight gain with 
other treatment techniques aiming to alter irrational 
beliefs, disturbance of body image, anxiety, poor in- 
terpersonal skills, and dysfunctional eating behavior, 
and have been shown to be effective in short-term 
weight gain (Bemis 1987; Lacey 1983; Lee and Rush 
1986; Wolchik et al. 1986). No particular benefit has 
been found of cognitive-behavioral treatments over 
other forms of brief psychotherapy (Fairburn et al. 
1991). There is clinical consensus that multifaceted 
treatment programs are effective, but there has been 
little evaluation of the effects of different components 
of treatment for different patients. 

There have been no published studies applying 
cognitive-behavioral therapy to bulimic children 
and adolescents, but, as with anorexia, it is likely 
that this approach may be effective with children 
and adolescents (typically by age 14 or 15) who have 
developed the level of cognitive skills and the ability 
to (a) think abstractly regarding attitudes and be- 
liefs about the meaning of weight, shape, and ap- 
pearance; (b) entertain alternative possible explana- 
tions to the one currently held; (c) be prepared to 
test out alternative hypotheses through practical ex- 
ercises (Lewandowski et al. 1997; Turk 1993). 

At 5 -year follow-up, family therapy has been 
shown to be more successful than individual therapy 
in anorectic patients with onset before the age of 19 
years and whose illness is not chronic (Robin et al. 
1995; Russell et al. 1987). Family change may not be 
necessary to achieve individual change (Dare et al. 
1990, 1994) and individual change appears to result 
in some family change (Robin et al. 1994, 1999). A 
controlled trial has compared family therapy with 
individual supportive therapy in cases of anorexia 
and bulimia nervosa (Russell et al. 1987). In older 
patients, individual supportive therapy tended to 
be more effective than family therapy in terms of 
weight gain, but the improvement fell short of recov- 
ery in most patients. 



Steinhausen (1995) cautions that individual psy- 
chotherapy is unlikely to be of use in a young person 
with anorexia nervosa unless they have intact cogni- 
tions and sufficient motivation to undertake thera- 
py. These are likely to be absent where the child is 
emaciated, when severe depression is present, when 
the course of the illness is chronic, when there is se- 
vere intellectual limitation, when the family sabo- 
tages therapeutic efforts, or with a very young pre- 
adolescent. Individual therapy shows benefit in 
those with late-onset anorexia and may contribute 
to the prevention of relapses after discharge from 
hospital treatment (Robin et al. 1995). The evidence 
for the efficacy of family therapy in bulimia is equi- 
vocal (Dodge et al. 1995; Russell et al. 1987). As yet 
there is no evidence for the efficacy of cognitive-be- 
havioral treatment of bulimia in children and ado- 
lescents. 

11.2.10 Deliberate Self-Harm 



The definition of deliberate self-harm includes non- 
fatal or attempted suicide, but also life-threatening 
behaviors such as self-poisoning where the young 
person does not necessarily intend to take his or 
her own life. Diekstra and colleagues (1995) define 
parasuicide as »the term originally proposed by 
Kreitman (1977) to cover behaviors that can vary 
from what are sometimes called >suicidal gestures< 
or manipulative attempts< to serious but unsuccess- 
ful attempts to kill oneself. « 

There is some evidence that forms of brief inter- 
vention (problem solving) with the families of ado- 
lescents following a suicide attempt can improve 
adolescents’ feelings of depression and suicidality 
and positive maternal attitudes towards treatment, 
thus enabling supportive family involvement and 
further compliance with specialist programs (Pia- 
centini et al. 1995; Rotheram-Borus et al. 1996). 
Brief forms of intervention are only likely to be ef- 
fective in subjects without major depression, who 
tend to have less severe forms of suicidal behavior, 
and studies of more intensive forms of family inter- 
vention are required to determine whether they are 
more effective in leading to better outcomes for the 
child (Harrington et al. 2000). 

Rotheram-Borus (1999) reports a 6-month fol- 
low-up by structured telephone interview of 66 ado- 
lescents (13-17 years) hospitalized on an adolescent 
psychiatry inpatient unit with significant suicidal 
thoughts, intent, or behaviors. Compliance with re- 
commended medication (66.7%) and individual 
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therapy (50.8%) was better than compliance with 
parent guidance/family therapy sessions (33.3%). 
The most dysfunctional families and those with 
the least involved/affectionate father-adolescent re- 
lationships had the poorest follow-through with par- 
ent guidance/family therapy. 

The only RCT on the treatment of repeated delib- 
erate self-harm in adolescence was by Wood (2001). 
Randomization into a routine care or group therapy 
arm was successful for 63 (75% of eligible) referrals. 
Group therapy consisted of a »developmental« inter- 
vention focusing on age specific difficulties (e.g., re- 
lationships, school and family problems, anger 
management) incorporating CBT, dialectical behav- 
ior therapy (DBT), and psychodynamic group ther- 
apy techniques. Six acute group sessions were fol- 
lowed by long-term group (median = 8 sessions) 
sometimes augmented by individual sessions at 
times of crisis (median = 2.5). The risk of being a re- 
peater after randomization was significantly re- 
duced in group treatment (6% vs. 32%). This is 
equivalent to a number needed to treat (NNT) of 
4% or average risk reduction of 26%. However, the 
group treatment was too brief and did not signifi- 
cantly reduce levels of depression or suicidal think- 
ing. The follow-up of 7 months after baseline might 
be too brief to judge true treatment effects. 

The evidence for effective approaches to the pre- 
vention of further suicide attempts in young people 
is extremely limited, although there is suggestive 
value from issuing an emergency room card allow- 
ing continuing ready access to skilled advice and 
help, following initial assessment and hospital ad- 
mission (Cotgrove et al. 1995). Round-the-clock 
»hot-line« services have not been shown to reduce 
the incidence of suicide attempts among the popula- 
tions served (Dew et al. 1987; Miller et al. 1984). 

1 1 .2.1 1 Specific Developmental 
Disorders 



Specific developmental disorders involve delays or 
abnormalities affecting capacities that would nor- 
mally have appeared by the age that the child has 
reached. These disorders cover communication (ex- 
pressive and/or receptive language, or articulation), 
motor skills, and learning (reading, mathematics, 
written expression, or other academic skills). 

The only traditional mental health treatment 
that has been evaluated for an specific developmen- 
tal disorder (SDD) is psychoanalytic psychotherapy 
(Heinicke 1965; Heinicke and Ramsey- Klee 1986). In 



both studies, more intensive treatment (four ses- 
sions per week versus one session per week), for 
at least part of the therapy period, had a more last- 
ing beneficial effect. 

Psychological approaches are based on cogni- 
tive, cognitive-behavioral, task-analytic, neuropsy- 
chological, and constructivist models, although 
these approaches in fact overlap, with differences 
largely in emphasis (Hallahan et al. 1996). No single 
teaching method, treatment intervention, or combi- 
nation of methods has been found to yield clinically 
significant, long-term gains (Lyon and Cutting 1998, 
p. 479). 

Psychotherapeutic or other psychological thera- 
pies (such as social skills training) may be helpful in 
managing associated problems, such as demoraliza- 
tion, poor social skills, or social avoidance. It may 
be important, particularly in severe cases, for the 
material and activities used in therapy to be adapted 
to the SDD, with less reliance on verbal activity than 
might be usual. Support groups for children with 
SDDs may be helpful (Falik 1995). 

11.3 Conclusion 



Finally, a word about science and scientism in psy- 
chotherapy research. We all have a need for cer- 
tainty and experience discomfort with not knowing 
and risk anxious retreat from ignorance into pseudo 
knowledge (so characteristic of the early years of 
medicine). A scientific approach has obviously been 
incredibly helpful and has saved many millions of 
lives. To argue against it is not just churlish, it is 
clearly unethical and destructive. But to argue for 
a mechanical reading of evidence, as some clinical 
psychologists have done (Chambless and Hollon 
1998; Chambless et al. 1996) equally skirts the risk 
of doing harm. 

Research evidence collected as part of the pres- 
ent initiative will need to be carefully weighed. Mul- 
tiple channels for evaluation are needed and they 
need to be kept open and actively maintained. No 
self-respecting clinician will change their practice 
overnight. They would be unwise to do so. Evidence 
has to be read and evaluated, placed into the context 
of what is possible, desirable, and fits with existing 
opportunities. It should be remembered that in 
mental health at least, but also probably in most 
areas of clinical treatment, method accounts for a 
relatively small proportion of the variance in out- 
come relative to the nature of the patient’s problem 
(Weisz et al. 1992, 1995), which may well interact 




References 



131 



11 



with the skills of the attending clinician. This latter 
form of variance is to be cherished, not only because 
that is where the art of medicine lies, but also be- 
cause it is in the study of that variability that future 
major advances in health care may be made, as long 
as we can submit these to empirical scrutiny. 



References 



Abikoff, H.B., and Gittelman, R. (1985) Hyperactive children 
treated with stimulants. Is cognitive training a useful ad- 
junct? Arch Gen Psychiatry, 42(10), 953-961. 

Abikoff, H. B., and Hechtman, L. (1 996) Multimodal therapy and 
stimulants in the treatment of children with attention def- 
icit hyperactivity disorder. In P.S. Jensen and E. D. Hibbs 
(Eds.), Psychosocial treatments for child and adolescent 
disorders: Empirically-based strategies for clinical practice 
(pp. 341-369) Washington, DC: American Psychological 
Association. 

Abikoff, H., Ganeles, D., Reiter, G., Blum, C., Foley, C., and Klein, 
G. R. (1988) Cognitive training in academically deficient 
ADDH boys receiving stimulant medication. Journal of 
Abnormal Child Psychology, 16,411-432. 

American Academy of Child and Adolescent Psychiatry. (1998) 
Practice parameters for the assessment and treatment of 
children and adolescents with depressive disorders. Jour- 
nal of the American Academy of Child and Adolescent 
Psychiatry, 37 (10 suppl.), 63S-83S. 

American Psychiatric Association. (1994) Diagnostic and Statis- 
tical Manual of Mental Disorders (DSM-IV) (4 ed.). Wa- 
shington, DC: American Psychiatric Association. 

Anastopoulos, A.D., Shelton, T.L., DuPaul, G.J., and Guevre- 
mont, D.C. (1993) Parent training for attention-deficit hy- 
peractivity disorder: Its impact on parent functioning. 
Journal of Abnormal Child Psychology, 21, 581-596. 

Anastopoulos, A. D., Barkley, R.A., and Shelton, T.L. (1996) Fam- 
ily-based treatment: Psychosocial intervention for chil- 
dren and adolescents with attention deficit hyperactivity 
disorder. In E.D. Hibbs and P.S. Jensen (Eds.), Psychosocial 
treatments for child and adolescent disorders: Empiri- 
cally-based strategies for clinical practice (pp. 267-284). 
Washington, DC: American Psychological Association. 

Anderson, L.T., Campbell, M., Grega, D.M., Perry, R., Small, A. 
M., and Green, W. H. (1984) Haloperidol in the treatment 
of infantile autism: Effects on learning and behavioral 
symptoms. American Journal of Psychiatry, 141, 1 1 95— 
1202. 

Anderson, S. R., Avery, D.L., DiPietro, E. K., Edwards, G.L., and 
Christian, W.P. (1987) Intensive home based early inter- 
vention with autistic children. Education and Treatment 
of Children, 10, 352-366. 

Asarnow, J.R., Tompson, M., Hamilton, E.B., Goldstein, M.J., 
and Guthrie, D. (1994) Family-expressed emotion, child- 
hood-onset depression, and childhood-onset schizophre- 
nia spectrum disorders: is expressed emotion a nonspe- 



cific correlate of child psychopathology or a specific risk 
factor for depression? J Abnorm Child Psychol, 22(2), 1 29- 
146. 

Ayllon, T., Garber, S., and Pisor, K. (1 975) The elimination of dis- 
cipline problems through a combined school-home mo- 
tivational system. Behavior Therapy, 6, 616-626. 

Azrin, N.H., and Peterson, A. L. (1988) Habit reversal for the 
treatment of Tourette syndrome. Behavior Research and 
Therapy, 11, 347-355. 

Azrin, N.H., and Peterson, A.L. (1990) Treatment of Tourette 
syndrome by Habit Reversal: A waiting-list control group 
comparison. Behavior Therapy, 21, 305-318. 

Bank, L., Marlowe, J. H., Reid, J. B., Patterson, G. R., and Weinrott, 
M. R. (1991) A comparative evaluation of parent-training 
interventions for families of chronic delinquents. Journal 
of Abnormal Child Psychology, 19, 15-33. 

Barkley, R.A., Shelton, T.L., Crosswait, C.C., Moorehouse, M., 
Fletcher, K., Barrett, S., et al. (2000) Multi-method psy- 
cho-educational intervention for preschool children with 
disruptive behavior: Preliminary results at post-treatment. 
Journal of Child Psychology and Psychiatry, 41, 319-332. 

Barrett, P. M., Dadds, M. R., and Rapee, R. M. (1996) Family treat- 
ment for childhood anxiety: A controlled trial. Journal of 
Consulting and Clinical Psychology, 64, 333-342. 

Barton, C., Alexander, J.F., Waldron, H., Turner, C.W., and War- 
burton, J. (1985) Generalizing treatment effects of Func- 
tional Family Therapy: Three replications. American Jour- 
nal of Family Therapy, 13, 16-26. 

Beitchman, J. H., Zucker, K. J., Hood, J. E., daCosta, G. A., and Ak- 
man, D. (1991) A review of the short-term effects of child 
sexual abuse. Child Abuse and Neglect, 15, 537-556. 

Beitchman, J. H., Zucker, K. J., Hood, J. E., daCosta, G. A., Akman, 
D., and Cassavia, E. (1992) A review of the long-term ef- 
fects of child sexual abuse. Child Abuse and Neglect, 
16, 101-118. 

Bell-Dolan, D.J., Last, C.G., and Strauss, C.C. (1990) Symptoms 
of anxiety disorders in normal children. Journal of the 
American Academy of Child Psychiatry, 29, 759-765. 

Bemis, K.M. (1987) The present status of operant conditioning 
for the treatment of anorexia nervosa. Behavior Modifica- 
tion, 11, 432-463. 

Berman, S. R., Weems, C., Silverman, W., and Kurtines, W. (2000) 
Predictors of outcome in exposure-based cognitive and 
behavioral treatments for phobic and anxiety disorders 
in children. Behavior Therapy, 31, 713-731. 

Birmaher, B., Quintana, H., and Greenhill, L. L. (1988) Methyl- 
phenidate treatment of hyperactive autistic children. 
Journal of the American Academy of Child and Adoles- 
cent Psychiatry, 27, 248-251. 

Birmaher, B., Brent, D.A., Kolko, D., Baugher, M., Bridge, J., 
Holder, D., et al. (2000) Clinical outcome after short-term 
psychotherapy for adolescents with major depressive dis- 
order. Arch Gen Psychiatry, 57(1), 29-36. 

Bolton, D., Collins, S., and Steinberg, D. (1 983) The treatment of 
obsessive-compulsive disorder in adolescence: A report 
of fifteen cases. British Journal of Psychiatry, 142, 456- 
464. 




132 Chapter 11 • What Works for Whom? Differential Indications for Treatment/Intervention 



Borduin, C.M. (1999) Multisystemic treatment of criminality 
and violence in adolescents. Journal of the American 
Academy for Child and Adolescent Psychiatry, 38, 242- 
249. 

Bradley, S., Brody, J., Landy, S., Tallett, S., Watson, W., Shea, B., et 
al. (1999) Brief psychoeducational parenting program: An 
evaluation. Paper presented at the 46th Annual Meeting 
of the American Academy of Child and Adolescent Psy- 
chiatry, Chicago. 

Brent, D.A., Holder, D., Kolko, D., Birmaher, B., Baugher, M., 
Roth, C., et al. (1 997) A clinical psychotherapy trial for ado- 
lescent depression comparing cognitive, family and sup- 
portive therapy. Archives of General Psychiatry, 54, 877- 
885. 

Brent, D.A., Kolko, D., Birmaher, B., Baugher, M., Bridge, J., Roth, 
C., et al. (1998) Predictors of treatment efficacy in a clinical 
trial of three psychosocial treatments for adolescent de- 
pression. Journal of the American Academy of Child and 
Adolescent Psychiatry, 37, 906-914. 

Brent, D.A., Kolko, D., Birmaher, B., Baugher, M., and Bridge, J. 
(1 999) A clinical trial for adolescent depression: Predictors 
of additional treatment in the acute and followup phases 
of the trial. Journal of the American Academy of Child and 
Adolescent Psychiatry, 38, 263-270. 

Brown, R.T., Wynne, M.E., Borden, K.A., Clingerman, S.R., Ge- 
niesse, R., and Spunt, A.L. (1986) Methylphenidate and 
cognitive therapy in children with attention deficit disor- 
der: a double-blind trial. J Dev Behav Pediatr, 7(3), 1 63— 
174. 

Bryant-Waugh, R., and Lask, B. (1995) Annotation: Eating dis- 
orders in children. Journal of Child Psychology and Psy- 
chiatry, 36(2), 191-202. 

Campbell, M., Schopler, E., Cueva, J. E., and Hallin, A. (1996) 
Treatment of autistic disorder. Journal of the American 
Academy of Child and Adolescent Psychiatry, 35, 134- 
143. 

Campbell, M., Anderson, L.T., Meier, M., Cohen, I.L., Small, A. 
M., Samit, C., et al. (1978) A comparison of haloperidol 
and behavior therapy and their interaction in autistic chil- 
dren. Journal of the American Academy of Child and Ado- 
lescent Psychiatry, 17, 640-655. 

Carrion, V.G., Weems, C. F., Ray, R., and Reiss, A.L. (2002) To- 
ward an empirical definition of pediatric PTSD: the phe- 
nomenology of PTSD symptoms in youth. J Am Acad 
Child Adolesc Psychiatry, 41(2), 166-173. 

Chamberlain, P., and Reid, J. B. (1 998) Comparison of two com- 
munity alternatives to incarceration for chronic juvenile 
offenders. Journal of Consulting and Clinical Psychology, 
66, 624-633. 

Chamberlain, P., and Rozicky, J.G. (1995) The effectiveness of 
family therapy in the treatment of adolescents with con- 
duct disorders and delinquency. Journal of Marital and 
Family Therapy, 21, 441-459. 

Chambless, D. L., and Hollon, S. (1998) Defining empirically 
supported therapies. Journal of Consulting and Clinical 
Psychology, 66, 7-18. 

Chambless, D. L., Sanderson, W.C., Shoham, V., Johnson, S.B., 
Pope, K.S., Crits-Christoph, P., et al. (1996) An update 



on clinically validated therapies. The Clinical Psychologist, 
49, 5-18. 

Chemtob, C.M., Nakashima, J.P., and Carlson, J.G. (2002) Brief 
treatment for elementary school children with disaster-re- 
lated posttraumatic stress disorder: a field study. J Clin 
Psychol, 58(1), 99-112. 

Chemtob, C.M., Nakashima, J.P., and Hamada, R.S. (2002) Psy- 
chosocial intervention for postdisaster trauma symptoms 
in elementary school children: a controlled community 
field study. Arch Pediatr Adolesc Med, 156(3), 211-216. 

Clarke, G.N., Rohde, P., Lewinsohn, P.M., Hops, H., and Seeley, 
J.R. (1999) Cognitive-behavioral treatment of adolescent 
depression: Efficacy of acute group treatment and boos- 
ter sessions. Journal of the American Academy of Child 
and Adolescent Psychiatry, 38, 272-279. 

Cobham, V. E., Dadds, M. R., and Spence, S. H. (1 998) The role of 
parental anxiety in the treatment of childhood anxiety. 
Journal of Consulting and Clinical Psychology, 66, 893- 
905. 

Cogher, L. (1999) The use of non-directive play in speech and 
language therapy. Child Language Teaching and Therapy, 
15(1), 7-15. 

Cohen, J. A., and Mannarino, A.P. (1996) A treatment outcome 
study for sexually abused preschool children: initial find- 
ings. J Am Acad Child Adolesc Psychiatry, 35(1), 42-50. 

Cohen, J. A., and Mannarino, A. P. (1 998) Interventions for sexu- 
ally abused children: Initial treatment outcome findings. 
Child Maltreatment: Journal of the American Professional 
Society on the Abuse of Children, 3(1), 17-26. 

Comings, D.E., and Comings, B.G. (1985) Tourette Syndrome: 
Clinical and psychological aspects of 250 cases. American 
Journal of Human Genetics, 37, 435-450. 

Cotgrove, A.J., Zirinsky, L., Black, D., and Weston, D. (1995) Sec- 
ondary prevention of attempted suicide in adolescence. 
Journal of Adolescence, 18, 569-577. 

Cousins, L.S., and Weiss, G. (1993) Parent training and social 
skills training for children with attention-deficit hyperac- 
tivity disorder. How can they be combined for greater ef- 
fectiveness? Canadian Journal of Psychiatry. Revue Cana- 
dienne de Psychiatrie, 38, 449-457. 

Crawford, A.M., and Manassis, K. (2001) Familial predictors of 
treatment outcome in childhood anxiety disorders. Jour- 
nal of the American Academy Child and Adolescent Psy- 
chiatry, 40, 1182-1189. 

Cunningham, C.E., Bremner, R., and Boyle, M. (1995) Large 
group community-based parenting programs for family 
of preschoolers at risk for disruptive behavior disorders: 
Utilization, cost-effectiveness and outcome. Journal of 
Child Psychology and Psychiatry, 36, 1141-1159. 

Dadds, M. R., Schwartz, S., and Sanders, M. R. (1 987) Marital dis- 
cord and treatment outcome in behavioral treatment of 
child conduct disorders. Journal of Consulting and Clini- 
cal Psychology, 55, 396-403. 

Dare, C., Eisler, I., Russell, G., and Szmukler, G. (1990) The clin- 
ical and theoretical impact of a controlled trial of family 
therapy in anorexia nervosa. Journal of Marital and Family 
Therapy, 16, 39-57. 




References 



133 



11 



Dare, C., Le Grange, D., Eisler, I., and Rutherford, J. (1994) Re- 
defining the psychosomatic family: Family process of 26 
eating disorder families. International Journal of Eating 
Disorder, 16(3), 211-226. 

Deblinger, E., Lippmann, J., and Steer, R. (1996) Sexually 
abused children suffering post traumatic stress symp- 
toms. Child Maltreatment, 1, 310-321. 

Deblinger, E., Steer, R.A., and Lippmann, J. (1999) Two-year fol- 
lowup study of cognitive behavioral therapy for sexually 
abused children suffering post-traumatic stress symp- 
toms. Child Abuse Negl, 23(12), 1371-1378. 

Deblinger, E., Stauffer, L. B., and Steer, R.A. (2001) Comparative 
efficacies of supportive and cognitive behavioral group 
therapies for young children who have been sexually 
abused and their nonoffending mothers. Child Maltreat- 
ment: Journal of the American Professional Society on the 
Abuse of Children, 6(4), 332-343. 

Deitz, S.M. (1985) Good Behavior Game. In A.S. Bellack and M. 
Hersen (Eds.), Dictionary of behavior therapy techniques 
(pp. 131-132). New York: Pergamon Press. 

Delaney-Black, V., Covington, C., Ondersma, S.J., Nordstrom- 
Klee, B., Templin, T., Ager, J., et al. (2002) Violence expo- 
sure, trauma, and IQ and/or reading deficits among urban 
children. Arch Pediatr Adolesc Med, 156(3), 280-285. 

Department of Health (2001) Treatment choice in psycholog- 
ical therapies and counselling: Evidence based clinical 
practice guideline. London: Department of Health. 

DeVeaugh-Geiss, J., Moroz, G., Biederman, J., Cantwell, D.P., 
Fontaine, R., Greist, J.H., et al. (1992) Clomipramine in 
child and adolescent obsessive-compulsive disorder: A 
multicenter trial. Journal of the American Academy of 
Child and Adolescent Psychiatry, 31, 45-49. 

Dew, M.A., Bromet, E.J., Brent, D., and Greenhouse, J.B. (1987) 
A quantitative literature review of the effectiveness of sui- 
cide prevention centers. Journal of Consulting and Clini- 
cal Psychology, 55, 239-244. 

Diekstra, R. F.W., Kienhorst, C.W.M., and de Wilde, E.J. (1995) 
Suicide and suicidal behavior among adolescents. In M. 
Rutter and D.J. Smith (Eds.), Psychosocial Disorders in 
Young People: Time Trends and their Causes (pp. 686- 
761). Chichester: Wiley. 

Dishion, T.J., and Andrews, D.W. (1995) Preventing escalation 
in problem behaviors with high-risk young adolescents: 
Immediate and 1-year outcomes. Journal of Consulting 
and Clinical Psychology, 63, 538-548. 

Dodge, E., Hodes, M., Eisler, I., and Dare, C. (1995) Family ther- 
apy for bulimia nervosa in adolescents: An exploratory 
study. Journal of Family Therapy, 17, 59-77. 

Drew, A., Baird, G., Baron-Cohen, S., Cox, A., Slonims, V., Wheel- 
wright, S., et al. (2002) A pilot randomized control trial of a 
parent training intervention for pre-school children with 
autism. Preliminary findings and methodological chal- 
lenges. Eur Child Adolesc Psychiatry, 11(6), 266-272. 

Ducharme, J.M., Atkinson, L., and Poulton, L. (2000) Success- 
based, noncoercive treatment of oppositional behavior in 
children from violent homes. J Am Acad Child Adolesc 
Psychiatry, 39(8), 995-1004. 



Dumas, J.E., and Albin, J.B. (1986) Parent training outcome: 
Does active parental involvement matter? Behavior Re- 
search and Therapy, 24, 227-230. 

Eikeseth, S., Smith, T., Jahr, E., and Eldevik, S. (2002) Intensive 
behavioral treatment at school for 4- to 7-year-old chil- 
dren with autism: A 1-year comparison controlled study. 
Behavior Modification, 26(1), 49-68. 

Esbensen, F.A., and Osgood, D.W. (1999) Gang resistance edu- 
cation and training (GREAT): Results from the national 
evaluation. Journal of Research in Crime and Delin- 
quency, 36, 194-225. 

Fairburn, C.G., Jones, R., Peveler, R.C., Carr, S.J., Solomon, R.A., 
O'Connor, M.E., et al. (1991) Three psychological treat- 
ments for bulimia nervosa: A comparative trial. Archives 
of General Psychiatry, 48, 463-469. 

Falik, L.H. (1995) Family patterns of reaction to a child with a 
learning disability: A mediational perspective. Journal of 
Learning Disabilities, 28, 335-341. 

Farmer, E.M., Compton, S. N., Bums, B.J., and Robertson, E. 
(2002) Review of the evidence base for treatment of child- 
hood psychopathology: externalizing disorders. J Consult 
Clin Psychol, 70(6), 1267-1302. 

Farrell, A. D., and Bruce, S. E. (1 997) Impact of exposure to com- 
munity violence on violent behavior and emotional dis- 
tress among urban adolescents. J Clin Child Psychol, 
26(1), 2-14. 

Feindler, E.L., Marriott, S.A., and Iwata, M. (1984) Group anger 
control training for junior high school delinquents. Cog- 
nitive Therapy and Research, 8, 299-311. 

Flament, M. F., Koby, E., Rapoport, J. L., Berg, C. J., Zahn, T., Cox, 
C., et al. (1990) Childhood compulsive disorder: A pro- 
spective followup study. Journal of Child Psychology 
and Psychiatry, 31, 363-380. 

Flannery-Schroeder, E.C., and Kendall, P.C. (2000) Group and 
individual cognitive-behavioral treatments for youth with 
anxiety disorders: A randomized controlled trial. Cogni- 
tive Therapy and Research, 24(3), 251-2781. 

Fonagy, P., Target, M., Cottrell, D., Phillips, J., and Kurtz, Z. 
(2002) What Works For Whom? A Critical Review of Treat- 
ments for Children and Adolescents. New York: Guilford. 

Forehand, R., and Long, N. (1988) Outpatient treatment of the 
acting out child: Procedures, long-term followup data, 
and clinical problems. Advances in Behavior Research 
and Therapy, 10, 129-177. 

Goenjian, A. K., Karayan, I., Pynoos, R. S., Minassian, D., Najarian, 
L.M., Steinberg, A.M., et al. (1997) Outcome of psy- 
chotherapy among early adolescents after trauma. Am 
J Psychiatry, 154(4), 536-542. 

Gordon, C.T., State, R.C., Nelson, J.E., Hamburger, S.D., and Ra- 
poport, J.L. (1993) A double-blind comparison of clomi- 
pramine, desipramine, and placebo in the treatment of 
autistic disorder. Archives of General Psychiatry, 50, 
441-447. 

Gordon, D.A., Arbuthnot, J., Gustafson, K.E., and McGreen, P. 
(1988) Home-based systems-systems family therapy with 
disadvantaged juvenile delinquents. American Journal of 
Family Therapy, 16, 243-255. 




134 Chapter 11 • What Works for Whom? Differential Indications for Treatment/Intervention 



Gordon, D. A., Graves, K., and Arbuthnot, J. (1 995) The effect of 
Functional Family Therapy for delinquents on adult crim- 
inal behavior. Criminal Justice and Behavior, 22, 60-73. 

Gottfredson, D.C., and Gottfredson, G.D. (1992) Theory- 
guided investigation: Three field experiments. In J. 
McCord and R. E. Tremblay (Eds.), Preventing antisocial be- 
havior: Interventions from birth through adolescence (pp. 
311-329). New York: Guilford. 

Guerra, N., and Slaby, R.G. (1990) Cognitive mediators of ag- 
gression in adolescent offenders: II. Intervention. Devel- 
opmental Psychology, 26, 269-277. 

Hadwin, J., Baron Cohen, S., Howlin, P., and Hill, K. (1996) Can 
we teach children with autism to understand emotions, 
belief, or pretence? Development and Psychopathology, 
8(2), 345-365. 

Hadwin, J., Baron-Cohen, S., Howlin, P., and Hill, K. (1997) Does 
teaching theory of mind have an effect on the ability to 
develop conversation in children with autism? J Autism 
Dev Disord, 27(5), 519-537. 

Hallahan, D.P., Kauffman, J., and Lloyd, J. (1996) Introduction 
to Learning Disabilities. Needham Heights, MA: Allyn and 
Bacon. 

Harrington, R., Whittaker, J., Shoebridge, P., and Campbell, F. 
(1 998) Systematic review of efficacy of cognitive behavior 
therapies in childhood and adolescent depressive disor- 
der. British Medical Journal, 316, 1559-1563. 

Harrington, R., Kerfoot, M., Dyer, E., McNiven, F., Gill, J., Harring- 
ton, V., et al. (2000) Deliberate self-poisoning in adoles- 
cence: Why does a brief family intervention work in some 
cases and not others? Journal of Adolescence, 23, 13-20. 

Hartman, R.R., Stage, S.A., and Webster-Stratton, C. (2003) A 
growth curve analysis of parent training outcomes: exam- 
ining the influence of child risk factors (inattention, impul- 
sivity, and hyperactivity problems), parental and family 
risk factors. J Child Psychol Psychiatry, 44(3), 388-398. 

Hazell, P.L., and Stuart, J.E. (2003) A randomized controlled 
trial of clonidine added to psychostimulant medication 
for hyperactive and aggressive children. J Am Acad Child 
Adolesc Psychiatry, 42(8), 886-894. 

Heinicke, C. M. (1 965) Frequency of psychotherapeutic session 
as a factor affecting the child's developmental status. The 
Psychoanalytic Study of the Child 20, 42-98. 

Heinicke, C.M., and Ramsey-Klee, D.M. (1986) Outcome of 
child psychotherapy as a function of frequency of ses- 
sions. Journal of the American Academy of Child Psychia- 
try, 25, 247-253. 

Henggeler, S. W., Rodick, J., Borduin, C.M., Hanson, C., Watson, 
S., and Urey, J. (1986) Multisystemic treatment of juvenile 
offenders: Effects on adolescent behavior and family in- 
teraction. Developmental Psychology, 22, 132-141. 

Henggeler, S.W., Melton, G.B., and Smith, L.A. (1992) Family 
preservation using multisystemic therapy: An effective al- 
ternative to incarcerating serious juvenile offenders. Jour- 
nal of Consulting and Clinical Psychology, 60, 953-961. 

Henggeler, S.W., Melton, G.B., Smith, L.A., Schoenwald, S.K., 
and Hanley, J.H. (1993) Family preservation using multi- 
systemic treatment: Long-term followup to a clinical trial 



with serious juvenile offenders. Journal of Child and Fam- 
ily Studies, 2, 283-293. 

Henggeler, S.W., Cunningham, P. B., Pickrel, S.G., Schoenwald, 

S. K., and Brondino, M.J. (1996) Multisystemic therapy: An 
effective violence prevention approach for serious juve- 
nile offenders. Journal of Adolescence, 19, 47-61. 

Henggeler, S.W., Pickrel, S.G., Brondino, M.J., and Crouch, J.L. 
(1996) Eliminating (almost) treatment dropout of sub- 
stance abusing or dependent delinquents through 
home-based multisystemic therapy. American Journal 
of Psychiatry, 1 53, 427-428. 

Hinshaw, S.P., Owens, E.B., Wells, K.C., Kraemer, H.C., Abikoff, 
H.B., Arnold, L.E., et al. (2000) Family processes and treat- 
ment outcome in the MTA: negative/ineffective parenting 
practices in relation to multimodal treatment. J Abnorm 
Child Psychol, 28(6), 555-568. 

Hoath, F., and Sanders, M. (2002) A feasibility study of En- 
hanced Group Triple P - Positive parenting program for 
parents of children with attention-deficit/hyperactivity 
disorder. Behavior Change 19, 191-206. 

Holden, G.W., Lavigne, V.V., and Cameron, A. M. (1990) Probing 
the continuum of effectiveness in parent training: Charac- 
teristics of parents and preschoolers. Journal of Clinical 
Child Psychology, 19, 2-8. 

Horn, W.F., lalongo, N.S., Pascoe, J.M., Greenberg, G., Packard, 

T. , Lopez, M., et al. (1 991) Additive effects of psychostimu- 
lants, parent training, and self-control therapy with ADHD 
children. J Am Acad Child Adolesc Psychiatry, 30(2), 233- 
240. 

Howard, B.L., and Kendall, P.C. (1996) Cognitive-behavioral fa- 
mily therapy for anxiety-disordered children: A multiple- 
baseline evaluation. Cognitive Therapy and Research, 20, 
423-443. 

Howlin, P., and Rutter, M. (1 987) Treatment of Autistic Children. 
Chichester: Wiley. 

Howlin, P., Baron-Cohen, S., and Hadwin, J. (1999) Teaching 
children with autism to mind-read: A practical guide. Chi- 
chester: Wiley. 

Huey, W.C., and Rank, R.C. (1984) Effects of counselor and 
peer-led group assertiveness training on black adolescent 
aggression. Journal of Counseling Psychology, 31, 95-98. 

lalongo, N.S., Horn, W.F., Pascoe, J.M., Greenberg, G., Packard, 
T., Lopez, M., et al. (1993) The effects of a multimodal in- 
tervention with attention-deficit hyperactivity disorder 
children: a 9-month followup. J Am Acad Child Adolesc 
Psychiatry, 32(1), 182-189. 

lalongo, N.S., Edelsohn, G., Werthamer-Larsson, L., Crockett, L., 
and Kellam, S. (1994) The significance of self-reported an- 
xious symptoms in first-grade children. Journal of Abnor- 
mal Child Psychology, 22, 441-455. 

lalongo, N.S., Edelsohn, G., Werthamer-Larsson, L., Crockett, L., 
and Kellam, S. (1995) The significance of self-reported an- 
xious symptoms in first-grade children: Prediction to an- 
xious symptoms and adaptive functioning in fifth grade. 
Journal of Child Psychology and Psychiatry, 36, 427-437. 

Jensen, P.S., Hinshaw, S.P., Kraemer, H.C., Lenora, N., Newcorn, 
J.H., Abikoff, H.B., et al. (2001) ADHD comorbidity find- 
ings from the MTA study: comparing comorbid sub- 




References 



135 



11 



groups. J Am Acad Child Adolesc Psychiatry, 40(2), 147- 
158. 

Kafantaris, V. (1995) Treatment of bipolar disorder in children 
and adolescents. Journal of the American Academy of 
Child and Adolescent Psychiatry, 34, 732-741. 

Kahle, A. L., and Kelley, M. L. (1 994) Children's homework prob- 
lems: A comparison of goal setting and parent training. 
Behavior Therapy, 25, 275-290. 

Kazdin, A. E. (1995) Child, parent, and family dysfunction as 
predictors of outcome in cognitive-behavioral treatment 
of antisocial children. Behavioral Research and Therapy, 
33, 271-281. 

Kazdin, A. E. (1 995) Conduct disorder in childhood and adoles- 
cence (2 ed.). Thousand Oaks, CA: Sage. 

Kazdin, A.E. (1996) Problem solving and parent management 
in treating aggressive and antisocial behavior. In E.S. 
Hibbs and P.S. Jensen (Eds.), Psychosocial treatments 
for child and adolescent disorders: Empirically based 
strategies for clinical practice (pp. 377-408). Washington, 
DC: American Psychological Association. 

Kazdin, A. E., and Wasser, G. (2000) Therapeutic changes in chil- 
dren, parents and families resulting from treatment of 
children with conduct problems. Journal of the American 
Academy of Child and Adolescent Psychiatry, 39(4), 414- 
420. 

Kazdin, A.E., and Whitley, M.K. (2003) Treatment of parental 
stress to enhance therapeutic change among children re- 
ferred for aggressive and antisocial behavior. J Consult 
Clin Psychol, 71(3), 504-515. 

Kazdin, A.E., Siegel, T.C., and Bass, D. (1992) Cognitive prob- 
lem-solving skills training and parent management train- 
ing in the treatment of antisocial behavior in children. 
Journal of Consulting and Clinical Psychology, 60, 733- 
747. 

Kazdin, A.E., Mazurick, J.L., and Siegel, T.C. (1994) Treatment 
outcome among children with externalising disorder who 
terminate prematurely versus those who complete psy- 
chotherapy. Journal of the American Academy of Child 
and Adolescent Psychiatry, 33, 549-557. 

Kazdin, A.E., Holland, L., and Crowley, M. (1997) Family experi- 
ence of barriers to treatment and premature termination 
from child therapy. Journal of Consulting and Clinical Psy- 
chology, 65, 453-463. 

Kendall, P.C., Flannery-Schroeder, E., Panichelli-Mindel, S.M., 
Southam-Gerow, M.A., Henin, A., and Warman, M. 
(1997) Therapy for youths with anxiety disorders: A sec- 
ond randomized clinical trial. Journal of Consulting and 
Clinical Psychology, 65, 366-380. 

Kendall, P.C., Brady, E., and Verduin, T. (2001) Comorbidity in 
childhod anxiety disorders and treatment outcome. Jour- 
nal of the American Academy Child and Adolescent Psy- 
chiatry, 40, 787-794. 

King, N., Tonge, B.J., Heyne, D., Turner, S.M., Pritchard, M.D.Y., 
et al. (2001) Cognitive-behavioral treatment of school-re- 
fusing children: maintenance of improvement at 3- to 5- 
year followup. Scandinavian Journal of Behavior Therapy, 
30, 85-89. 



King, N.J., Tonge, B.J., Heyne, D., Pritchard, M., Rollings, S., 
Young, D., et al. (1998) Cognitive-behavioral treatment 
of school-refusing children: A controlled evaluation. Jour- 
nal of the American Academy of Child and Adolescent 
Psychiatry, 37, 395-403. 

Kliewer, W., Lepore, S. J., Oskin, D., and Johnson, P. D. (1 998) The 
role of social and cognitive processes in children's adjust- 
ment to community violence. J Consult Clin Psychol, 
66(1), 199-209. 

Kohler, F.W., Strain, P.S., Hoyson, M., Davis, L., Donina, W.M., 
and Rapp, N. (1995) Using a group-oriented contingency 
to increase social interactions between children with aut- 
ism and their peers. Behavior Modification, 19, 10-32. 

Kok, A.J., Kong, T.Y., and Bernard-Opitz, V. (2002) A compari- 
son of the effects of structured play and facilitated play 
approaches on preschoolers with autism. A case study. 
Autism, 6(2), 181-196. 

Kovacs, M., and Devlin, B. (1998) Internalizing disorders in 
childhood. Journal of Child Psychology and Psychiatry, 
39, 47-63. 

Kreitman, N. (1977) Parasuicide. London: Wiley. 

Kroll, L., Harrington, R., Jayson, D., Fraser, J., and Gowers, S. 
(1996) Pilot study of continuation cognitive-behavioral 
therapy for major depression in adolescent psychiatric 
patients. Journal of the American Academy of Child 
and Adolescent Psychiatry, 35, 1156-1161. 

Lacey, J.H. (1983) Bulimia nervosa, binge eating and psycho- 
genic vomiting: A controlled treatment study and long- 
term outcome. British Medical Journal, 286, 1609-1613. 

Lahey, B.B., and Carlson, C. (1992) Validity of the diagnostic 
category of attention deficit disorder without hyperactiv- 
ity: a review of the literature. In S. E. Shaywitz and B.A. 
Shaywitz (Eds.), Attention Deficit Disorder Comes of 
Age: Toward the Twenty- First Century (pp. 1 1 9-1 44). Aus- 
tin, TX: Pro-ed. 

Last, C.G., Hansen, C., and Franco, N. (1998) Cognitive-behav- 
ioral treatment of school phobia. Journal of the American 
Academy of Child and Adolescent Psychiatry, 37, 404- 
411. 

Layne, A.E., Bernstein, G.A., Egan, E.A., and Kushner, M.G. 
(2003) Predictors of treatment response in anxious-de- 
pressed adolescents with school refusal. Journal of the 
American Academy Child and Adolescent Psychiatry, 42, 
319-326. 

Layne, C.M., Pynoos, R.S., Saltzman, W.R., Arslanagic, B., Black, 
M., Savjak, N., et al. (2001) Trauma/grief-focused group 
psychotherapy: School-based postwar intervention with 
traumatized Bosnian adolescents. Group Dynamics, 5(4), 
277-290. 

Leckman, J.F., and Cohen, D.J. (1994) Tic Disorders. In M. Rut- 
ter, E. Taylor and L. Hersov (Eds.), Child and Adolescent 
Psychiatry; Modern approaches, (pp. 455-466). Oxford: 
Blackwell Scientific Publications. 

Lee, N.F., and Rush, A.J. (1986) Cognitive-behavioral group 
therapy for bulimia. International Journal of Eating Disor- 
ders, 5(4), 599-615. 

Lenior, M.E., Dingemans, P.M.A.J., Linszen, D.H., de Haan, L., 
and Schene, A. H. (2001 ) Social functioning and the course 




136 Chapter 11 • What Works for Whom? Differential Indications for Treatment/Intervention 



of early-onset schizophrenia: Five-year followup of a psy- 
chosocial intervention. British Journal of Psychiatry, 179, 
53-58. 

Lewandowski, L.M., Gebing, T.A., Anthony, J.L., and O'Brien, 
W.H. (1997) Meta-analysis of cognitive-behavioral treat- 
ment studies for bulimia. Clinical Psychology Review, 
17, 703-718. 

Lewinsohn, P. M., Antonuccio, D. 0., Steinmetz-Breckenridge, J., 
and Teri, L. (1984) The coping with depression course: A 
psychoeducational intervention for unipolar depression. 
Eugene, OR: Castalia Press. 

Lewinsohn, P.M., Clarke, G.N., Hops, H., and Andrews, J. (1990) 
Cognitive-behavioral treatment for depressed adoles- 
cents. Behavior Therapy, 21, 385-401. 

Lewinsohn, P.M., Clarke, G. N., and Rohde, P. (1994) Psycholog- 
ical approaches to the treatment of depression in adoles- 
cents. In W.M. Reynolds and H.F. Johnston (Eds.), Hand- 
book of depression in children and adolescents (pp. 
309-344). New York: Plenum Press. 

Linszen, D., Dingemans, P., Van der Does, J.W., Nugter, A., 
Scholte, R, Lenior, R., et al. (1996) Treatment, expressed 
emotion and relapse in recent onset schizophrenic disor- 
ders. Psychol Med, 26(2), 333-342. 

Locascio, J. L., Malone, R. P., Small, A. M., Kafantaris, V., Ernst, M., 
Lynch, N.S., et al. (1991) Factors related to haloperidol re- 
sponse and dyskinesias in autistic children. Psychophar- 
macology Bulletin, 27, 119-126. 

Lochman, J. E., Coie, J. D., Underwood, M. K., and Terry, R. (1 993) 
Effectiveness of a social relations intervention program 
for aggressive and nonaggressive, rejected children. Jour- 
nal of Consulting and Clinical Psychology, 61, 1053-1058. 

Long, R, Forehand, R., Wierson, M., and Morgan, A. (1994) Mov- 
ing into adulthood: Does parent training with young non- 
compliant children have long-term effects? Behavior Re- 
search and Therapy, 32, 101-107. 

Lovaas, O.L. (1987) Behavioral treatment and normal educa- 
tional and intellectual functioning in young autistic chil- 
dren. Journal of Consulting and Clinical Psychology, 55, 3- 
9. 

Lutzker, J. R. (1996) Timeout from emotion, time for science: a 
response to Kemp. Child Fam Behav Ther, 18, 29-34. 

Lyon, G. R., and Cutting, L.E. (1998) Learning disabilities. In E.J. 
Mash and R.A. Barkley (Eds.), Treatment of Childhood Dis- 
orders (pp. 468-498). New York: Guilford. 

Manassis, K., Mendlowitz, S. L., Scapillato, D., Avery, D., Fiksen- 
baum, L., Freire, M., et al. (2002) Group and individual cog- 
nitive-behavioral therapy for childhood anxiety disorder- 
s' randomized trial. Journal of the American Academy 
Child and Adolescent Psychiatry, 41, 1423-1430. 

March, J.S. (1995) Cognitive-behavioral psychotherapy for 
children and adolescents with OCD: a review and recom- 
mendations for treatment. Journal of the American Aca- 
demy Child and Adolescent Psychiatry, 34, 7-18. 

March, J.S., and Mulle, K. (1995) Behavioral psychotherapy for 
obsessive-compulsive disorder: A preliminary single-case 
study. Journal of Anxiety Disorders, 9, 175-184. 

March, J.S., and Leonard, H.L. (1996) Obsessive-compulsive 
disorder in children and adolescents: a review of the past 



10 years. Journal of the American Academy of Child and 
Adolescent Psychiatry, 35, 1265-1273. 

March, J.S., Mulle, K., and Herbel, B. (1994) Behavioral psy- 
chotherapy for children and adolescents with obses- 
sive-compulsive disorder: An open trial of a new proto- 
col-driven treatment package. Journal of the American 
Academy of Child and Adolescent Psychiatry, 33, 333- 
341. 

March, J.S., Amaya-Jackson, L., Murray, M.C., and Schulte, A. 
(1998) Cognitive-behavioral psychotherapy for children 
and adolescents with posttraumatic stress disorder after 
a single-incident stressor. J Am Acad Child Adolesc Psy- 
chiatry, 37(6), 585-593. 

March, J. S., Swanson, J. M., Arnold, L. E., Hoza, B., Conners, C. K., 
Hinshaw, S. P., et al. (2000) Anxiety as a predictor and out- 
come variable in the multimodal treatment study of chil- 
dren with ADHD (MTA). J Abnorm Child Psychol, 28(6), 
527-541. 

March, J.S., Franklin, M., Nelson, A., and Foa, E. (2001) Cogni- 
tive-behavioral psychotherapy for pediatric obsessive- 
compulsive disorder. J Clin Child Psychol, 30(1), 8-18. 

Matson, J.L., and Swiezy, N. (1994) Social skills training with 
autistic children. In J.L. Matson (Ed.), Autism in children 
and adults: Etiology assessment and intervention, (pp. 
241-260). Pacific grove, CA: Brooks/Cole. 

McClellan, J., and Werry, J. S. (1 997) Practice parameters for the 
assessment and treatment of children and adolescents 
with schizophrenia. Journal of the American Academy 
of Child and Adolescent Psychiatry, 36 (Supplement 
10), 177S-193S. 

McEachin, J.J., Smith, T., and Lovaas, O.l. (1993) Long-term 
outcome for children with autism who received early in- 
tensive behavioral treatment. American Journal on Men- 
tal Retardation, 97, 359-372. 

McMahon, R.J., Forehand, R., Griest, D. L., and Wells, K.C. (1981) 
Who drops out of treatment during parent behavioral 
training? Behavioral Counselling Quarterly, 1, 79-95. 

Miklowitz, D.J., Goldstein, M.J., Neuchterlein, K. H., Snyder, 
K.S., and Mintz, J. (1988) Family factors and the course 
of bipolar affective disorder. Archives of General Psychia- 
try, 45, 225-231. 

Miller, G.E., and Prinz, R.J. (1990) Enhancement of social learn- 
ing family interventions for childhood Conduct Disorder. 
Psychological Bulletin, 108, 291-307. 

Miller, H. L., Coombs, D. W., Leeper, J. D., and Barton, S. N. (1 984) 
An analysis of the effects of suicide prevention facilities 
on suicide rates in the United States. American Journal 
of Public Health, 74, 340-343. 

Moffitt, T.E., Caspi, A., Dickson, N., Silva, P., and Stanton, W. 
(1996) Childhood-onset versus adolescent-onset antiso- 
cial problems in males: natural history from ages 3 to 
18 years. Developmental Psychopathology, 9, 399-424. 

Moreau, D., Mufson, L., Weissman, M.M., and Klerman, G.L. 
(1991) Interpersonal psychotherapy for adolescent de- 
pression: Description of modification and preliminary ap- 
plication. Journal of the American Academy of Child and 
Adolescent Psychiatry, 30, 642-651. 




References 



137 



11 



MTA (1999) A 14-month randomized clinical trial of treatment 
strategies for attention-deficit/hyperactivity disorder. The 
MTA Cooperative Group. Multimodal Treatment Study of 
Children with ADHD. Arch Gen Psychiatry, 56(12), 1073- 
1086. 

Mufson, L., Moreau, D., Weissman, M.M., Wickramaratne, P., 
Martin, J., and Samoilov, A. (1994) Modification of inter- 
personal psychotherapy with depressed adolescents 
(IPT-A): Phase I and II studies. Journal of the American 
Academy of Child and Adolescent Psychiatry, 33, 695- 
705. 

Mufson, L., Weissman, M.M., Moreau, D., and Garfinkel, R. 
(1999) Efficacy of interpersonal psychotherapy for de- 
pressed adolescents. Archives of General Psychiatry, 56, 
573-579. 

Muris, P., Meesters, C., Merckelbach, H., Sermon, A., and Zwa- 
khalen, S. (1998) Worry in normal children. Journal of the 
American Academy of Child and Adolescent Psychiatry, 
37, 703-710. 

NHS Executive (1996) NHS Psychotherapy services in England: 
Review of Strategic Policy. London: NHSE. 

Nixon, R. D., Sweeney, L., Erickson, D. B., and Touyz, S. W. (2003) 
Parent-child interaction therapy: a comparison of stan- 
dard and abbreviated treatments for oppositional defiant 
preschoolers. J Consult Clin Psychol, 71(2), 251-260. 

Nugent, W. R., Carpenter, D., and Parks, J. (1993) A statewide 
evaluation of family preservation and family reunification 
services. Research on Social Work Practice, 3, 40-65. 

Nye, C.L., Zucker, R.A., and Fitzgerald, H.E. (1995) Early inter- 
vention in the path to alcohol problems through conduct 
problems: Treatment involvement and child behavior 
change. Journal of Consulting and Clinical Psychology, 
63, 831-840. 

Ollendick, T.H., and King, N.J. (1998) Empirically supported 
treatments for children with phobic and anxiety disor- 
ders. Journal of Clinical Child Psychology, 27, 156-167. 

Owens, E. B., Hinshaw, S.P., Kraemer, H.C., Arnold, L.E., Abikoff, 
H.B., Cantwell, D. P., et al. (2003) Which treatment for 
whom for ADHD? Moderators of treatment response in 
the MTA. J Consult Clin Psychol, 71(3), 540-552. 

Patterson, G. (1982) Coercive family processes. Aegean, OR: 
Castilia Publishing Co. 

Patterson, G. R., and Chamberlain, P. (1988) Treatment process: 
A problem at three levels. In L.C. Wynne (Ed.), The state of 
the art in family therapy research: Controversies and re- 
commendations (pp. 189-223). New York: Family Process 
Press. 

Pelham, W. E., and Hoza, B. (1996) Comprehensive treatment 
for ADHD: A proposal for intensive summer treatment 
programs and outpatient followup. In E. Hibbs and P. Jen- 
sen (Eds.), Psychosocial treatment research of child and 
adolescent disorders. Washington, DC: American 

Psychiatric Assocation. 

Piacentini, J., Rotheram-Borus, M.J., and Cantwell, C. (1995) 
Brief cognitive-behavioral family therapy for suicidal ado- 
lescents. In L. VandeCreek, S. Knapp and T. Jackson (Eds.), 
Innovations in Clinical Practice: A Source Book (Vol. 14, 
pp. 151-168) Sarasota, FL: Professional Resource Press. 



Pisterman, S., McGrath, P., Firestone, P., Goodman, J.T., Web- 
ster, I., and Mallory, R. (1989) Outcome of parent- 
mediated treatment of preschoolers with attention deficit 
disorder with hyperactivity. Journal of Consulting and 
Clinical Psychology, 57, 628-635. 

Pisterman, S., Firestone, P., McGrath, P., Goodman, J.T., Web- 
ster, I., Mallory, R., et al. (1992) The role of parent training 
in treatment of preschoolers with ADDH. American Jour- 
nal of Orthopsychiatry, 62, 397-408. 

Pollack, M.H., Otto, M.W., Sabatino, S., Majcher, D., Worthing- 
ton, J.J., McArdle, E.T., et al. (1996) Relationship of child- 
hood anxiety to adult panic disorder: Correlates and influ- 
ence on course. American Journal of Psychiatry, 153, 376- 
381. 

Quay, H.C., and LaGreca, A.M. (1986) Disorders of anxiety, 
withdrawal, and dysphoria. In H.C. Quay and J.S. Werry 
(Eds.), Psychopathological Disorders of Childhood (3rd 
ed., pp. 111-155) New York: Wiley. 

Quinn, M.M., Kavale, K.A., Mathur, S.R., Rutherford, R. B., and 
Forness, S.R. (1999) A meta-analysis of social skill inter- 
ventions for students with emotional or behavioral disor- 
ders. Journal of Emotional and Behavioral Disorders, 7, 
54-64. 

Raue, J., and Spence, S.H. (1985) Group versus individual ap- 
plications of reciprocity training for parent-youth conflict. 
Behav Res Ther, 23(2), 177-186. 

Reinecke, M.A., Ryan, N.E., and DuBois, D.L. (1998) Cognitive- 
behavioral therapy of depression and depressive symp- 
toms during adolescence: A review and meta-analysis. 
Journal of the American Academy of Child and Adoles- 
cent Psychiatry, 37, 26-34. 

Richters, J.E., Arnold, L.E., Jensen, P.S., Abikoff, H., Conners, K., 
Greenhill, L.L., et al. (1995) NIMH collaborative multisite 
multimodal treatment study of children with ADHD: I. 
Background and rationale. Journal of the American Aca- 
demy of Child and Adolescent Psychiatry, 34, 987-1000. 

Rieppi, R., Greenhill, L. L., Ford, R. E., Chuang, S., Wu, M., Davies, 
M., et al. (2002) Socioeconomic status as a moderator of 
ADHD treatment outcomes. J Am Acad Child Adolesc Psy- 
chiatry, 41 (3), 269-277. 

Robin, A. L., Siegel, P.T., Koepke, T., Moye, A., and Tice, S. (1 994) 
Family therapy versus individual therapy for adolescent 
females with anorexia nervosa. Journal of Developmental 
and Behavioral Pediatrics, 15, 111-116. 

Robin, A.L., Siegel, P.T., and Moye, A. (1995) Family versus in- 
dividual therapy for anorexia: Impact on family conflict. 
International Journal of Eating Disorders, 17, 313-322. 

Robin, A. L., Siegel, P.T., Moye, A.W., Gilroy, M., Baker-Dennis, A., 
and Sikard, A. (1999) A controlled comparison of family 
versus individual therapy for adolescents with anorexia 
nervosa. Journal of the American Academy of Child 
and Adolescent Psychiatry, 38, 1482-1489. 

Rohde, P., Clarke, G.N., Lewinsohn, P.M., Seeley, J. R., and Kauf- 
man, N.K. (2001) Impact of comorbidity on a cognitive- 
behavioral group treatment for adolescent depression. 
Journal of the American Academy Child and Adolescent 
Psychiatry, 40, 795-802. 



138 Chapter 11 • What Works for Whom? Differential Indications for Treatment/Intervention 



Roth, A., and Fonagy, P. (1 996) What works for whom? A critical 
review of psychotherapy research. New York: Guilford. 

Roth, A., and Fonagy, P. (in press) What works for whom? A 
critical review of psychotherapy research. Second edition. 
New York: Guilford. 

Roth, A., and Parry, G. (1997) The implications of psychother- 
apy research for clinical practice and service develop- 
ment: lessons and limitations. Journal of Mental Health, 
6, 367-380. 

Rotheram-Borus, M.J., Piacentini, J., Van Rossem, R., Graae, F., 
Cantwell, C., Castro-Bianco, D., et al. (1999) Treatment ad- 
herence among Latina female adolescent suicide attemp- 
ters. Suicide and Life-Threatening Behavior, 29(4), 319— 
331. 

Rotheram-Borus, M.J., Piacentini, J., Van Rossem, R., Graae, F., 
Cantwell, C., Castro-Bianco, D., et al. (1996) Enhancing 
treatment adherence with a specialized emergency room 
program for adolescent suicide attempters. Journal of the 
American Academy of Child and Adolescent Psychiatry, 
35, 654-663. 

Routh, C.P., Hill, J.W., Steele, H., Elliott, C.E., and Dewey, M.E. 
(1995) Maternal attachment status, psychosocial stressor 
and problem behavior: Followup after parent training 
course for Conduct Disorder. Journal of Child Psychology 
and Psychiatry, 36, 1179-1198. 

Rubin, A., Bischofshausen, S., Conroy Moore, K., Dennis, B., Has- 
tie, M., Melnick, L., et al. (2001) The effectiveness of EMDR 
in a child guidance center. Research on Social Work Prac- 
tice, 1 1 (4), 435-457. 

Ruma, P.R., Burke, R.V., and Thompson, R.W. (1996) Group par- 
ent training: Is it effective for children of all ages? Behavior 
Therapy, 27, 159-169. 

Russell, G.F.M., Szmukler, G., Dare, C., and Eisler, I. (1987) An 
evaluation of family therapy in anorexia nervosa and bu- 
limia nervosa. Archives of General Psychiatry, 44, 1047- 
1056. 

Salloum, A., Avery, L., and McClain, R. P. (2001) Group psy- 
chotherapy for adolescent survivors of homicide victims: 
a pilot study. J Am Acad Child Adolesc Psychiatry, 40(1 1), 
1261-1267. 

Saltzman, W. R., Pynoos, R. S., Layne, C. M., Steinberg, A. M., and 
Aisenberg, E. (2001) Trauma- and grief-focused interven- 
tion for adolescents exposed to community violence: Re- 
sults of a school-based screening and group treatment 
protocol. Group Dynamics, 5(4), 291-303. 

Santiseban, D.A., Perez-Vidal, A., Coatsworth, J.D., Kurtines, 
W.M., Schwartz, S., LaPierre, A., et al. (2003) The efficacy 
of brief strategic family therapy in modifying Hispanic 
adolescent behavior problems and substnce use. Journal 
of Family Psychology, 17, 121-133. 

Satterfield, J.H., Satterfield, B.T., and Cantwell, D. P. (1981) 
Three-year multimodality treatment study of 100 hyper- 
active boys. Journal of Paediatrics, 98, 650-655. 

Satterfield, J.H., Satterfield, B.T., and Schell, A.M. (1987) Ther- 
apeutic interventions to prevent delinquency in hyperac- 
tive boys. Journal of the American Academy of Child and 
Adolescent Psychiatry, 26, 56-64. 



Schachar, R., Jadad, A. R., Gauld, M., Boyle, M., Booker, L., Snider, 
A., et al. (2002) Attention-deficit hyperactivity disorder: 
critical appraisal of extended treatment studies. Can J Psy- 
chiatry, 47(4), 337-348. 

Schmidt, U., Hodes, M., and Treasure, J. (1992) Early onset bu- 
limia nervosa - who is at risk? Psychological Medicine, 22, 
623-628. 

Schuhmann, E.M., Foote, R.C., Eyberg, S.M., Boggs, S. R., and 
Algina, J. (1998) Efficacy of parent-child interaction ther- 
apy: Interim report of a randomized trial with short-term 
maintenance. Journal of Clinical Child Psychology, 27, 34- 
45. 

Scott, S., Spender, Q., Doolan, M., Jacobs, B., and Aspland, H. 
(2001 ) Multicentre controlled trial of parenting groups for 
childhood antisocial behavior in clinical practice. Bmj, 
323(7306), 194-198. 

Silver, M., and Oakes, P. (2001) Evaluation of a new computer 
intervention to teach people with autism or Asperger syn- 
drome to recognize and predict emotions in others. Aut- 
ism, 5(3), 299-316. 

Silverman, W.K., Kurtines, W.M., Ginsburg, G.S., Weems, C.F., 
Rabian, B., and Serafini, L.T. (1999) Contingency manage- 
ment, self-control, and education support in the treat- 
ment of childhood phobic disorders: a randomized clini- 
cal trial. Journal of Consulting and Clinical Psychology, 
67(5), 675-687. 

Soberman, G.B., Greenwald, R., and Rule, D.L. (2002) A con- 
trolled study of eye movement desensitization and repro- 
cessing (EMDR) for boys with conduct problems. Journal 
of Aggression, Maltreatment and Trauma, 6(1), 217-236. 

Sonuga-Barke, E.J., Daley, D., Thompson, M., Laver-Bradbury, 
C., and Weeks, A. (2001) Parent-based therapies for pre- 
school attention-deficit/hyperactivity disorder: a rando- 
mized, controlled trial with a community sample. J Am 
Acad Child Adolesc Psychiatry, 40(4), 402-408. 

Sonuga-Barke, E.J., Daley, D., and Thompson, M. (2002) Does 
maternal ADHD reduce the effectiveness of parent train- 
ing for preschool children's ADHD? J Am Acad Child Ado- 
lesc Psychiatry, 41(6), 696-702. 

Southam-Gerow, M., Kendall, P.C., and Weersing, V.R. (2001) 
Examining outcome variability: correlates of treatment re- 
sponse in a child and adolescent anxiety clinic. J Consult 
Clin Psychol, 30, 422-436. 

Stark, K.D., Reynolds, W.M., and Kaslow, N.J. (1987) A compar- 
ison of the relative efficacy of self-control therapy and a 
behavioral problem-solving therapy for depression in chil- 
dren. Journal of Abnormal Child Psychology, 15, 91-113. 

Steinhausen, H.C. (1995) Treatment and outcome of adoles- 
cent anorexia nervosa. Hormone Research, 43(4), 1 68— 
170. 

Strauss, C.C., and Last, C.G. (1993) Social and simple phobias 
in children. Journal of Anxiety Disorders, 7, 141-152. 

Target, M., and Fonagy, P. (1994a) The efficacy of psychoan- 
alysis for children with emotional disorders. Journal of 
the American Academy of Child and Adolescent Psychia- 
try, 33, 361-371. 

Target, M., and Fonagy, P. (1994 b) The efficacy of psychoana- 
lysis for children: Developmental considerations. Journal 




References 



139 



11 



of the American Academy of Child and Adolescent Psy- 
chiatry, 33, 1134-1144. 

Target, M., and Fonagy, P. (in press) The psychological treat- 
ment of child and adolescent psychiatric disorders. In 
A. Roth and P. Fonagy (Eds.), What works for whom? A cri- 
tical review of psychotherapy research. New York: Guil- 
ford. 

The MTA Cooperative Group. (1999) Moderators and media- 
tors of treatment response for children with Attention- 
Deficit/Hyperactivity Disorder. Archives of General Psy- 
chiatry, 56, 1088-1096. 

Toren, P., Wolmer, L., Rosental, B., Eldar, S., Koren, S., Lask, M., et 
al. (2000) Case series: brief parent-child group therapy for 
childhood anxiety disorders using a manual-based cogni- 
tive-behavioral technique. J Am Acad Child Adolesc Psy- 
chiatry, 39(10), 1309-1312. 

Tracey, S.A., Patterson, M., Mattis, S.G., Chorpita, B.F., Albano, 
A.M., Heimberg, R.G., et al. (1999) Cognitive behavioral 
group treatment of social phobia in adolescents: Prelimi- 
nary examination of the contribution of parental involve- 
ment. Paper presented at the Annual meeting of the An- 
xiety Disorders Association of America, San Diego, CA. 

Trowell, J., Ugarte, B., Kolvin, I., Berelowitz, M., Sadowski, H., 
and Le Couteur, A. (1999) Behavioral psychopathology 
of child sexual abuse in schoolgirls referred to a tertiary 
centre: a North London study. Eur Child Adolesc Psychia- 
try, 8(2), 107-116. 

Trowell, J., Kolvin, I., Weeramanthri, T., Sadowski, H., Berelowitz, 
M., Glaser, D., et al. (2002) Psychotherapy for sexually 
abused girls: psychopathological outcome findings and 
patterns of change. Br J Psychiatry, 180, 234-247. 

Turk, J. (1993) Cognitive approaches. In B. Lask and R. Bryant- 
Waugh (Eds.), Childhood Onset Anorexia and Related Eat- 
ing Disorders. Hillsdale, NJ: Lawrence Erlbaum Associates, 
Inc. 

van der Ham, T., van Strien, D. C., and van Engeland, H. (1 994) A 
four-year prospective followup study of 49 eating-disor- 
dered adolescents: Differences in course of illness. Acta 
Psychiatrica Scandinavica, 90, 229-235. 

Vitiello, B., Severe, J.B., Greenhill, L.L., Arnold, L.E., Abikoff, 
H. B., Bukstein, O. G., et al. (2001 ) Methylphenidate dosage 
for children with ADHD over time under controlled con- 
ditions: lessons from the MTA. J Am Acad Child Adolesc 
Psychiatry, 40(2), 188-196. 



Walker, H.M., Hops, H., and Greenwood, C.R. (1984) The COR- 
BEH research and development model: Programmatic is- 
sues and strategies. In S.C. Paine, G.T. Bellamy and B. Wil- 
cox (Eds.), Human services that work: From innovation to 
clinical practice (pp. 57-77). Baltimore: Paul H. Brookes. 

Webster-Stratton, C. (1996) Early-onset conduct problems: 
Does gender make a difference? Journal of Consulting 
and Clinical Psychology, 64, 540-551. 

Webster-Stratton, C., and Hammond, M. (1997) Treating chil- 
dren with early-onset conduct problems: A comparison 
of child and parent training interventions. Journal of Con- 
sulting and Clinical Psychology, 65, 93-109. 

Webster-Stratton, C., and Reid, M. J. (2003) The incredible years 
parents, teachers and children training series. In A.E. Kaz- 
din and J.R. Weisz (Eds.), Evidence-based psychotherapies 
for children and adolescents (pp. 224-240). New York: 
Guilford. 

Weisz, J. R., Weiss, B., Morton, T., Granger, D., and Han, S. (1 992) 
Meta-analysis of psychotherapy outcome research with 
children and adolescents. Los Angeles: University of Cali- 
fornia. 

Weisz, J.R., Weiss, B., Han, S.S., Granger, D.A., and Morton, T. 
(1995) Effects of psychotherapy with children and adoles- 
cents revisited: A meta-analysis of treatment outcome 
studies. Psychological Bulletin, 117, 450-468. 

Wells, K.C., Epstein, J.N., Hinshaw, S.P., Conners, C.K., Klaric, J., 
Abikoff, H.B., et al. (2000) Parenting and family stress 
treatment outcomes in attention deficit hyperactivity dis- 
order (ADHD): an empirical analysis in the MTA study. J 
Abnorm Child Psychol, 28(6), 543-553. 

Whalen, C., and Schreibman, L. (2003) Joint attention training 
for children with autism using behavior modification pro- 
cedures. J Child Psychol Psychiatry, 44(3), 456-468. 

Wolchik, S.A., Weiss, L., and Katzman, M.A. (1986) An empiri- 
cally validated, short term psychoeducational group 
treatment program for bulimia. International Journal of 
Eating Disorders, 5, 21-34. 

Wood, A., Trainor, G., Rothwell, J., Moore, A., and Harrington, R. 
(2001) Randomized trial of group therapy for repeated 
deliberate self-harm in adolescents. J Am Acad Child Ado- 
lesc Psychiatry, 40(11), 1246-1253. 

Wood, A.J., Harrington, R.C., and Moore, A. (1996) Controlled 
trial of a brief cognitive-behavioral intervention in adoles- 
cent patients with depressive disorders. Journal of Child 
Psychology and Psychiatry, 37, 737-746. 




Individual and Group Psychotherapies 
for Children and Adolescents 

John R. Weisz , Eunie Jung 



12.1 Psychotherapy: Definition and Historical 
Background - 141 

12.2 Problems Addressed in Psychotherapy 
with Children and Adolescents - 142 

12.3 Identifying Evidence-Based Treatments - 142 

12.4 Therapies for Fears and Anxiety Disorders - 143 

12.4.1 Background - 143 

12.4.2 Indications and Significance - 143 

12.4.3 Overview of Beneficial Treatments -144 

12.4.4 Techniques of Treatment and Management - 144 

12.4.4.1 Modeling Treatments: Conceptual Basis 
and Procedural Overview - 144 

12.4.4.2 Multicomponent Cognitive-Behavioral Treatments: 
Conceptual Basis and Procedural Overview of the 
Coping Cat and Family Anxiety Management 
Programs - 145 

12.5 Therapies for Depressive Symptoms 
and Disorders - 147 

12.5.1 Background - 147 

12.5.2 Indications and Significance - 147 

12.5.3 Overview of Beneficial Treatments -148 

12.5.4 Techniques of Treatment and Management - 148 

1 2.5.4.1 The Coping with Depression Course for Adolescents: 
Conceptual Basis and Procedural Overview of a CBT 
Program - 148 

12.5.4.2 Interpersonal Therapy for Adolescents: Conceptual 
Basis and Procedural Overview - 149 

12.6 Therapies for Attention Deficit/Hyperactivity 
Disorder - 150 

12.6.1 Background - 150 

12.6.2 Indications and Significance - 150 

12.6.3 Overview of Beneficial Treatments -150 

12.6.4 Techniques of Treatment and Management - 151 

12.6.4.1 Behavioral Parent Training: Conceptual Basis and 
Procedural Overview - 151 

12.6.4.2 Behavioral Intervention in Classroom and Camp 
Settings: Conceptual Basis and Procedural 
Overview - 152 

12.7 Therapies for Conduct Problems, Oppositional 
Defiant Disorder, and Conduct Disorder - 153 



12.7.1 Background - 153 

12.7.2 Indications and Significance - 154 

12.7.3 Overview of Beneficial Treatments -154 

12.7.4 Techniques of Treatment and Management -154 

12.7.4.1 Youth Anger Management Training: Conceptual 
Basis and Procedural Overview - 154 

12.7.4.2 Problem Solving Skills Training: Conceptual Basis and 
Procedural Overview - 155 

12.7.4.3 Parent-Child Interaction Treatments: Conceptual 
Basis and Procedural Overview - 156 

12.7.4.4 Video-Guided Group Behavioral Parent Training: 
Conceptual Basis and Procedural Overview - 157 

12.7.4.5 Multisystemic Therapy: Conceptual Basis 
and Procedural Overview - 158 

12.8 Treatment Results: Efficacy, Effectiveness, 

and Issues for Attention in Future Research - 160 

References - 161 



Nine-year-old Ellie has been a worrier since early 
childhood. In the preschool years, she was afraid 
to be alone in her room, and terrified when her par- 
ents left her with a babysitter. Now in primary school, 
Ellie is afraid to speak in class, and she is so shy dur- 
ing lunch that she looks for empty classrooms, where 
she can eat hidden from view. Melanie, age 13, has 
long tended to see dark clouds rather than silver lin- 
ings, but she has seemed genuinely depressed since 
members of her social group began to exclude her. 
She has lost confidence in herself, can’t sleep, has 
no appetite, cries behind her locked bedroom door, 
and recently told her mother, »No one likes me. I’m 
an outcasts Eleven-year-old Max speeds through his 
house leaving a path of destruction in his wake. He 
means no harm, but he is so impulsive and distrac- 
tible that each day is a series of collisions, spills, scars 
on the wall, and broken objects. At school he is un- 
able to attend to his teacher or a class discussion for 
more than a few minutes, he sometimes blurts out 
inappropriate comments, and some of his peers joke 
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that Kevin is »from outer space«. Aaron, age 12, gets 
in trouble at school almost every week, sometimes for 
defying teachers, sometimes for fighting with other 
students. He has been suspended from school three 
times this year, once for stealing, once for starting a 
fistfight with another child, and once for swearing at 
a teacher. At home, too, Aaron is disobedient and dis- 
respectful, and his single parent mother cannot con- 
trol him. 

Young people like Elbe, Melanie, Max, and Aar- 
on can be found in homes and schools all around 
the world. For most such troubled youngsters there 
are concerned parents and teachers, seeking help. In 
this chapter, we focus on one form of help: psy- 
chotherapy. We consider both individual and group 
psychotherapies for youths in the four categories il- 
lustrated by the four case examples. 

12.1 Psychotherapy: Definition 
and Historical Background 



The term psychotherapy refers to an array of non- 
medical interventions designed to relieve psycholog- 
ical distress, reduce maladaptive behavior, or en- 
hance adaptive functioning through counseling, 
structured or unstructured interactions, training 
programs, or specific environmental changes. Trac- 
ing the history of psychotherapy is difficult, but the 
tradition of helping by listening and discussing is 
certainly older than recorded history. It is unclear 
when psychotherapy began to be a profession, but 
a case could be made for the era of the classical 
Greek philosophers, who used discourse to probe 
the life of the mind. Socrates (469-399 BCE) devel- 
oped both a method and a thesis that arguably set a 
pattern for some modern forms of psychotherapy 
(see Plato’s Apology). His philosophical dialectic, 
later called the »Socratic method«, involved ques- 
tioning others in ways designed to prompt examina- 
tion of their beliefs and bring them closer to truth. 
His »midwife thesis«, the notion that the philoso- 
pher’s role was to deliver the truth that is already 
within others, much like the midwife delivers the 
baby that is within a mother, is not far from the view 
many modern therapists have of their own profes- 
sional roles. By asking others to tell him what they 
thought, rather than telling them what to think, So- 
crates sought to reach the rational soul or psyche of 
those he talked with. The term psyche denoted the 
mind, inner nature, and capacity for feeling, desire, 
and reasoning, and was precursor to the word psy- 
chology. Finally, Socrates maintained that thought 



and outward behavior are closely connected, presa- 
ging a tenet of many modern therapies. 

Formal designation of psychotherapy as a type 
of professional intervention and an area of study 
can be traced back about a hundred years (Free- 
dheim 1992). Arguably, contemporary psychother- 
apy grew out of the work of Sigmund Freud 
(1856-1939) and his intellectual heirs. Early markers 
in the application to children were Freud’s (1909) 
treatment of a boy (»Little Hans«) who was afraid 
of horses by consulting with the boy’s father, and 
Freud’s psychoanalysis of his own daughter, Anna 
(1895-1982), who became a prominent child analyst 
in her own right beginning in the 1920s. The accel- 
eration of child psychotherapy through the century 
was propelled by other models and methods, as well, 
including a radically different behavioral approach. 
Mary Cover Jones (1924), for example, used model- 
ing and »direct conditioning« to help a two-year-old, 
Peter, overcome fear of a white rabbit. This work 
helped to launch a remarkable burgeoning of behav- 
ioral psychotherapies for young people, comple- 
menting psychoanalysis and humanistic treatments. 
By the late twentieth century, child and adolescent 
psychotherapy had expanded remarkably in the vari- 
ety of its forms and the extent of its reach. 

The growth of psychotherapy soon prompted a 
growing curiosity about its effects. Although psy- 
chotherapy research developed later and more 
slowly than psychotherapy practice, studies began 
to accumulate. Eysenck (1952) reviewed studies of 
adult psychotherapy and concluded that the evi- 
dence did not show it to be effective. Levitt (1957, 
1963) reviewed studies that included children or 
adolescents and concluded that rates of improve- 
ment among children (67-73%) were about the 
same with or without treatment. This conclusion 
was reinforced by Eysenck (1960, 1966) in later re- 
views encompassing youth and adult therapy. 

These early reviews were highly influential, but 
many of the studies they relied on were methodolog- 
ically weak by today’s standards. Subsequent re- 
search has grown stronger, and much more plenti- 
ful. Indeed, by the year 2000, well over a thousand 
treatment outcome studies of child and adolescent 
psychotherapy had been completed (Durlak et al. 
1995; Kazdin 2000). The studies are increasingly so- 
phisticated, with many meeting the standards of 
randomized clinical trials. Another important devel- 
opment is that research has shifted, more and more, 
from tests of unspecified »treatment« or generic 
»psychotherapy« to tests of well- articulated thera- 
pies with specific treatment procedures described 
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in manuals. Of course, tests of therapy that are not 
manualized but rather done as a part of usual clin- 
ical care, with therapists free to choose the methods 
they prefer, are potentially very useful in helping us 
understand whether usual care is beneficial (see 
Weisz 2004). However, the upsurge of studies in 
which treatment procedures are specified in advance 
and therapists follow those procedures make it pos- 
sible to know, when results are published, which 
specific intervention methods worked or did not. 
This is a major strength, bolstering prospects for 
both understanding and disseminating what works. 
So, thanks to several historical developments, we are 
now in a position to profit from a large and increas- 
ingly rigorous body of evidence on youth psycho- 
therapies and their effects. 

12.2 Problems Addressed 
in Psychotherapy with 
Children and Adolescents 



Psychotherapy is used to address diverse problems 
and disorders that cause emotional distress, inter- 
fere with daily living, undermine the development 
of adaptive skills, or threaten the well-being of 
others. Many of the youth problems addressed fit 
within the broad syndromes known as internalizing 
(e.g., sadness, fears, shyness) and externalizing (e.g., 
disobedience, fighting, stealing; Achenbach 1991). 
Problems within both syndromes are common rea- 
sons for referral to clinics. Problems that undermine 
school performance also generate many treatment 
referrals (see Burns et al. 1995; Bussing et al. 1998; 
Leaf et al. 1996). Another way to describe the targets 
of treatment is to focus on categorical diagnoses 
within the formal Diagnostic and Statistical Manual 
of Mental Disorders tradition (e.g., American Psy- 
chiatric Association 1994). Recent evidence from 
North American clinics (e.g., Jensen and Weisz 
2002) suggests that four clusters of disorders ac- 
count for a very high percentage of youth referrals: 

1. Fears and anxiety disorders (e.g., social phobia, 
generalized anxiety disorder) 

2. Depressive symptoms and disorders (e.g., dys- 
thymic disorder, major depressive disorder) 

3. Attentional problems and attention defkit/hy- 
peractivity disorder (ADHD) 

4. Conduct problems and disorders (e.g., opposi- 
tional defiant disorder, conduct disorder) 

These four clusters match the four case examples that 
began this chapter. In the rest of the chapter, we con- 



centrate on treatments for disorders and related re- 
ferral problems associated with these four clusters. 

12.3 Identifying Evidence-Based 
Treatments 



To identify psychotherapies relevant to the four 
clusters, we draw information from three sources. 
First, we look to four published meta-analyses of 
the youth treatment outcome literature that have 
been particularly broad in their inclusion criteria, 
encompassing studies of diverse problems and dis- 
orders and diverse treatments (Casey and Berman 
1985; Kazdin et al. 1990; Weisz et al. 1987, 1995). 
Across these four meta- analyses, mean unweighted 
effect sizes were all .71 or higher, indicating that 
the average treated youth scored better than more 
than 3/4 of control group youths on a variety of out- 
come measures at the end of treatment. Effect sizes 
are more modest, but still positive and substantial, 
when weighting is introduced (e.g., adjusting for 
sample size; Weisz et al. 1995) and when one focuses 
on studies not subject to publication bias (e.g., doc- 
toral dissertations; McLeod and Weisz, in press). 
Meta-analytic findings also suggest that treatment 
effects show specificity - i.e., effects are larger on 
measures of the problems actually targeted in treat- 
ment than on measures of other mental health out- 
comes not targeted (Weisz et al. 1995). 

As a second source of evidence-based treat- 
ments, we look to a report by a task force on empiri- 
cally supported treatments for children and adoles- 
cents (Lonigan et al. 1998). This group applied a 
published set of review criteria to the outcome re- 
search evidence base to identify treatments satisfy- 
ing one of two levels of support: well-established or 
probably efficacious. Well-established treatments 
were those supported by either group comparison 
studies or within-group studies. In group compari- 
son studies, there had to be two such studies demon- 
strating that the treatment was superior to medica- 
tion, a psychological placebo condition, or an alter- 
nate treatment, or by showing that the treatment was 
equivalent to an already established treatment. 
Treatments could also be classified as well-estab- 
lished based on at least nine well-designed within- 
group experiments comparing the target treatment 
to an alternative treatment. Treatments were also re- 
quired to (a) use a manual, (b) clearly specify the 
sample used, and (c) garner support from at least 
two independent investigators or research teams. 
To qualify as probably efficacious, a treatment had 
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to be supported by either (a) two group comparison 
studies showing the treatment to be more effective 
than a waitlist control group, (b) at least one experi- 
ment meeting most of the »well-established treat- 
ment criteria, or (c) at least three within-group 
or single case design experiments; this category also 
required treatment manuals and clear description of 
client samples, but it did not require independent 
replication by different investigators. It also did 
not require that the target treatment be shown to 
be superior to an alternative treatment or even an 
active control condition; superiority to waitlist 
was sufficient if demonstrated in at least two studies. 
The task force identified well-established and prob- 
ably efficacious treatments for the four broad clusters 
of problems and diagnoses that will be addressed in 
this chapter: fears and anxiety (Ollendick and King 
1998), depression (Kaslow and Thompson 1998), 
ADHD (Pelham et al. 1998b), and conduct-related 
problems and disorders (Brestan and Eyberg 1998). 

A third source we used to identify evidence- 
based youth treatments is a current review of the 
published evidence, which is being carried out by 
our research team at this writing. We are using a 
variety of sources. First, we search standard com- 
puterized databases housing publications beginning 
in 1965 and continuing through December, 2002. 
For psychotherapy, we use the Psychlnfo database, 
employing 21 psychotherapy-related key terms 
(e.g., »psychother-«, »counseling«, »treatment«) de- 
rived from previous youth psychotherapy meta- 
analyses (Weisz et al. 1987, 1995). In addition, we 
survey published reviews and meta-analyses of the 
youth psychotherapy literature to identify studies 
not found in Psychlnfo. We also follow reference 
trails of reviewed studies and screen studies sug- 
gested by investigators in the field. To be included, 
studies must focus on youths averaging between 
3.5 and 18.4 years old who have been selected for 
having psychological problems or maladaptive be- 
havior. Youths who have been self-referred, tea- 
cher-referred, parent-referred, or selected based on 
pretest scores are all acceptable. Several method- 
ological criteria are applied (e.g., random assign- 
ment to treatment and control conditions). 
Although the first step of our search led to a pool 
of more than 3,000 published articles, applying 
our screening and review procedures (e.g., ruling 
out studies that lack random assignment) has re- 
duced the pool to about 400 studies. For the present 
chapter, we reviewed these studies to identify treat- 
ment programs that have replicated support (i.e., 
two or more studies) in the published evidence base. 



Throughout the chapter, treatments are named 
and described as generically as the evidence war- 
rants. Thus, we describe one »brand name« treat- 
ment with one specific manual if the evidence is that 
specific; but we describe generic approaches (e.g., 
cognitive behavioral therapy for child depression) 
if multiple manuals or versions have been tested 
and found to be beneficial. Finally, we should note 
that the space available within this chapter pre- 
cludes comprehensive coverage of all evidence- 
based treatments and all treatments that may have 
merit. So, we have tried to simply illustrate the lit- 
erature on beneficial treatments by focusing briefly 
on some of the most thoroughly studied approaches. 
A much more detailed examination of multiple 
treatments can be found in the recent Cambridge 
Press book, Psychotherapy for Children and Adoles- 
cents: Evidence-Based Treatments and Case Exam- 
ples (Weisz 2004). 

12.4 Therapies for Fears 

and Anxiety Disorders 



12.4.1 Background 



Maladaptive fears in young people have been a focus 
of study and treatment since the beginning of psy- 
chological theory and intervention. Sigmund 
Freud’s (1909/1955) case of »Little Hans«, Watson 
and Rayner’s (1920) famous experiment with Little 
Albert, and Mary Cover Jones’ (1924) treatment of 
two-year-old Peter, all concerned anxiety in chil- 
dren. In the eight or nine decades since Freud and 
the behaviorists did their early work, an enormous 
number of theorists, investigators, and therapists 
have addressed fears and anxieties in young people. 
The result is a massive literature on the nature and 
treatment of anxiety in youth, probably outpacing 
the literature on any other childhood condition. 

12.4.2 Indications and Significance 



The conditions for which anxiety-related treatments 
are indicated span a broad range from uncompli- 
cated (e.g., fear of being in the dark alone) to more 
complex (such as generalized anxiety disorder) with 
diverse forms and manifestations. Taken together, 
anxiety-related conditions are the most common 
class of behavioral and emotional dysfunction 
among children and adolescents (see Albano et al. 
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1996). Silverman and Ginsburg’s (1995) review of 
ten epidemiologic studies led them to estimate the 
prevalence of »any anxiety disorder« at 6-18% 
among youths in the general population. In addition 
to its high prevalence, severe anxiety can be highly 
debilitating, undermining a youngster’s adaptation 
and development in numerous ways. Development 
of peer relationships can be hampered, school per- 
formance may suffer, efforts to learn new skills 
may be thwarted, and normative challenges (e.g., 
presenting an oral report, meeting a new person) 
may become major life crises. 

12.4.3 Overview 

of Beneficial Treatments 



The adverse impact of anxiety on social relation- 
ships, learning, and development establishes a clear 
need for beneficial treatments. Treatment developers 
have responded with diverse interventions. Freud’s 
(1909/1955) psychoanalytic approach evolved over 
time into a variety of psychodynamic treatments, 
some involving play. However, most of the literature 
bearing on the outcome of such treatments involves 
case reports. In keeping with our emphasis here on 
strong empirical support, we will focus, in this chap- 
ter, on only those treatment procedures supported in 
experimental tests (see review by Ollendick and King 
1998). Those tests have been focused on treatments 
that have grown out of the more behavioral tradition, 
traceable to the early work of Watson and Rayner 
(1920) and Jones (1924), as discussed above. For ex- 
ample, Jones’ procedure of gradually bringing Peter 
into increasing proximity to the rabbit (while Peter 
ate food that he liked) is a sort of template for a clus- 
ter of exposure procedures that are now a common 
part of behavioral treatment for fear and anxiety. 
Similarly, Jones’ efforts to have Peter observe other 
children interacting happily with the rabbit form a 
basic foundation for anxiety treatments that involve 
modeling, or observational learning. 

Exposure and modeling have become mainstays 
of most empirically supported treatments for youth 
anxiety. For relatively uncomplicated fears and anxi- 
ety disorders, such as simple phobia, four relatively 
simple clusters of intervention approaches have 
proven helpful. In modeling or observational learn- 
ing, nonanxious responses are modeled for the fear- 
ful youth by others; in systematic desensitization, 
youngsters are exposed to fear-producing objects 
or situations while they are very relaxed (or in some 
other fear-incompatible state); in reinforced expo- 



sure, youngsters are rewarded for showing nonfear- 
ful behavior; and in simple cognitive-behavioral 
treatment, self-talk and other ways of linking 
thoughts and behavior are brought to bear on the ob- 
ject of the child’s fear. For more complex anxiety dis- 
orders, such as separation anxiety disorder, social 
phobia, and generalized anxiety disorder, more com- 
plex multicomponent cognitive-behavioral treat- 
ment programs have been shown to be beneficial. 

12.4.4 Techniques of Treatment 
and Management 



12.4.4.1 Modeling Treatments: 

Conceptual Basis and Procedural 
Overview 

For fearful boys and girls, the sequence of feared ob- 
ject, anxious thoughts, aversive arousal, avoidance, 
relief, can be quite powerful and self-sustaining. Al- 
tering the sequence is not an easy task, as many par- 
ents and many therapists have learned. One way the 
sequence can be broken is by exposing fearful 
youths to a model who violates the assumptions un- 
derlying the fear. Having the model engage in the 
feared behavior shows that it can be done, illustrates 
how, and illustrates that the consequences the child 
has feared do not actually occur. When the treat- 
ment works, the child who observes emulates the 
behavior of the model and learns that it can be done 
without harmful repercussions. Multiple treatment 
studies have shown beneficial effects of modeling 
interventions in the treatment of children’s fears. A 
common practice is to start the child at a modest 
level of intensity (e.g., sitting at a distance from 
the feared object) and add increments (e.g., moving 
closer, touching the object, picking it up) following 
each successful exposure. Optionally, the therapist 
may praise or reward the child for successes. Three 
general forms of modeling have been supported in 
outcome studies thus far: 

1. Live modeling involves in-person observation of 
the models’ nonfearful behavior. 

2. Symbolic modeling employs video or other re- 
presentations of models showing nonfearful be- 
havior. 

3. Participant modeling pairs the fearful youngster 
with a model who encourages shared involve- 
ment in the feared activity. 

All three forms of modeling have been used and 
tested most often with preschool through primary 
school children, although some applications to ado- 
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lescent fears have also been found helpful. Sessions 
tend to be brief (8-35 min) and limited in number 
(e.g., 1-8 sessions total). For reasons that are not 
clear, the current Zeitgeist in youth anxiety treat- 
ment does not emphasize modeling approaches, 
even though the evidence suggests that such treat- 
ments can be quite helpful and the focus and brevity 
of the treatments is consistent with current pres- 
sures for efficiency and cost-effectiveness. Because 
so much of the evidence supporting the modeling 
approaches was generated through studies pub- 
lished in the 1960s and 1970s, some of the trappings 
of successful treatments from the 1990s are missing. 
For example, detailed treatment manuals and related 
materials, common in the current treatment litera- 
ture, are hard to find for modeling treatments. How- 
ever, the relative simplicity of these treatments 
means that the descriptions provided in the original 
published articles may provide sufficient guidance 
for clinical use. 



Modeling treatments: in brief* 

Designed for Specific fears (e.g., 



Number of sessions 
Session length 
Session participants 



Theoretical 

orientation 



dogs, swimming) in 
children aged 3-12 
Range: 1-8 
Range: 8-35 min 
Therapist, live or video 
model, children 
(individually or in small 
groups) 

Observational learning 



Treatment steps: 

1. Assess fear levels in children who are to be 
treated 

2 . Arrange for children to observe live or video 
model performing feared activity, with level 
or intensity increasing over time (e.g., ob- 
serving dog, then approaching, then petting) 

3 . Invite children to engage in the activity, ini- 
tially at low level, then increasing intensity 

4 . (optional) Arrange positive consequence for 
successful imitation of the model 

* In Brief section reprinted from JR Weisz (2004) 

Psychotherapy for children and adolescents: 

Evidence-based treatments and case examples. 

Cambridge University Press, Cambridge, UK. 



12 . 4 . 4.2 Multicomponent Cognitive- 
Behavioral Treatments: 
Conceptual Basis and Procedural 
Overview of the Coping Cat 
and Family Anxiety Management 
Programs 

Such complex conditions as separation anxiety dis- 
order, social phobia, and generalized anxiety disor- 
der may require a multicomponent cognitive behav- 
ioral therapy (CBT) program. The most thoroughly 
studied of such programs is Coping Cat, developed 
by Philip Kendall and colleagues (Kendall et al. 
2003). Coping Cat is designed to address the inter- 
play of biological arousal, anxious thoughts, and be- 
havioral avoidance that are thought to converge in 
creating and sustaining anxiety disorders. Biological 
arousal can be a problem in part because children 
often do not recognize it (they only know that they 
feel scared) and in part because they don’t know 
how to cope with arousal even when they do notice 
it. Anxious thoughts are another problem; young 
people often lack skills in identifying their thoughts 
and in modifying the ones that are maladaptive. 
Avoidance of feared situations is also an issue in that 
avoiding prevents youngsters from learning that the 
situations are not actually so bad. Moreover, avoid- 
ance can be quite entrenched because it is self-rein- 
forcing (i.e., avoiding feared situations reduces 
arousal, which in turn rewards the avoidance). 

To tackle this trio of presumed causal factors - 
arousal, cognition, and avoidance - Coping Cat 
therapists teach their young clients a cluster of re- 
lated skills. These include (a) recognizing how the 
body signals anxious arousal, (b) making one’s body 
relax when anxious feelings arise, (c) identifying 
and altering fearful cognitions, (d) planning and 
carrying out exposures to feared situations, and 
(e) evaluating one’s effort and rewarding oneself 
for trying hard. Roughly the first half of the treat- 
ment is devoted to educating the child about the so- 
matic, cognitive, and behavioral components of an- 
xiety, with particular emphasis on the individual 
child’s distinctive pattern. The second half involves 
real-world application of what has been learned, 
through a series of personally tailored in vivo exer- 
cises involving direct exposure to feared situations. 
Over time, the situations progress from those that 
are mildly upsetting to those that evoke major fears. 
The goal is that by the end of therapy, treated 
youngsters will be able to design and carry out their 
own exposures, and thus be their own therapists. 
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The Coping Cat Program: in brief* 

Designed for Youth aged 8-13, diag- 

nosed with Generalized 
Anxiety Disorder, Sepa- 
ration Anxiety Disorder, 
and Social Phobia 
Number of sessions 16-20 

Session length 50-60 min 

Session participants Therapist and child 

Theoretical Cognitive behavioral 

orientation 

Treatment steps: 

1 . Youth identifies situations that make him/her 
feel anxious, and describes his/her response 
to those situations 

2. Youth makes a hierarchy of anxiety-provok- 
ing situations, ranked from least to most 
feared 

3. Therapist and youth identify cues (e.g., 
pounding heart, dry mouth) that signal the 
onset of anxiety 

4. Therapist trains child to relax and provides a 
relaxation audiotape for home use 

5. Therapist and youth identify anxious self-talk 
- i.e., cognitions that can make situations 
anxiety-provoking (e.g., the thought »lf I 
flunk this test, my teacher will think I'm stu- 
pid «) 

6. Therapist helps youth to identify coping self- 
talk and other strategies for confronting fears 

7. Youth practices self-evaluation (e.g., of cop- 
ing efforts) and self-reward 

8. In a series of imaginal, role-play, and in vivo 
experiences, the youth is exposed to various 
feared situations, starting low in the hierarchy 
(see #2, above) and progressing upward 

9. Throughout these exposures, the youth 
practices the »FEAR steps« - i.e., identifying 
physical sensations that signal anxiety 
(»Feeling frightened«) and cognitions that 
exacerbate the anxiety (»Expecting bad 
things to happen«), altering the cognitions 
and making themselves try the feared activity 
(»Attitudes and actions that can help«), and 
evaluating and rewarding their own coping 
efforts (»Rate and reward «) 

* In Brief section reprinted from JR Weisz (2004) 
Psychotherapy for children and adolescents: 
Evidence-based treatments and case examples. 
Cambridge University Press, Cambridge, UK. 



Given parents’ potential impact on anxious children, 
it is sometimes important to bring parents into the 
treatment process. Doing so may help curb parents’ 
tendencies to instigate, nurture, or magnify their 
children’s worries, and tolerate or reward fearful 
avoidance. Moreover, in cases where the parents’ 
own anxiety creates displays of fear and avoidance 
for their children to see, including parents in treat- 
ment may help reduce harmful parental modeling. 
This is part of the rationale for the Family Anxiety 
Management (FAM) Program, developed in Austra- 
lia by Barrett and colleagues (see Barrett and Shortt 
2003). 

The program entails 12 sessions, most of which 
include child, parents, and therapist (sometimes 
meeting in family groups) and focus on conveying 
information and skills to help both child and parent 
cope with anxiety. The last few sessions involve only 
the parents and therapist; these sessions emphasize 
three broad themes. First, parents are taught basic 
behavioral principles to use in creating a home en- 
vironment in which the child’s displays of anxiety 
are not rewarded and displays of courage are. Sec- 
ond, parents are helped to identify the anxious re- 
sponses they are displaying for their children and 
to replace them with coping responses. Third, train- 
ing in communication and problem-solving skills is 
used to help the parents work as a team; they learn 
ways to reduce their own conflict, particularly over 
child-rearing issues and how to respond to child 
displays of anxiety, and they are encouraged to have 
regular problem-solving discussions, to help them 
reach consensus solutions and present a unified 
front at home. 

The Family Anxiety Management (FAM) Program: 
in brief* 

Designed for Families of 7-14 year- 

old youth diagnosed 
with Generalized 
Anxiety Disorder, Sepa- 
ration Anxiety Disorder, 
and Social Phobia 
Number of sessions 12 

Session length 40 min to 1.5 h 
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Session participants Primarily therapist with 

child and family, some- 
times in multifamily 
groups; but last few 
sessions with parents 
and therapist only 

Theoretical Cognitive behavioral 

orienta-tion 

Treatment steps: 

1. Talk about how to recognize different feel- 
ings (e.g., sadness, happiness, anger), the 
situations that produce the feelings, and how 
thoughts are connected to feelings 

2. Develop a hierarchy for the child, rank-or- 
dering situations from least to most feared; 
begin trying low-level exposures to situations 
low in the hierarchy 

3. Learn how bodies give off hints of fear or 
worry (e.g., muscle tension), and learn pro- 
cedures for relaxing the body 

4. Learn how thoughts or »self-talk« relate to 
feelings; for example, thinking about bad 
things that can happen in a situation may 
cause worried feelings 

5. Practice changing negative, worried self-talk 
into positive self-talk, or expecting good 
things to happen 

6. Learn how to praise and reward self for trying 
to do hard things; extend this concept to self- 
praise and self-reward for coping with feared 
situations 

7. Review the F-E-A-R plan children have 
learned for coping with worries; F is for 
»Feeling Good« (by relaxing, and by doing 
positive activities), E is for »Expecting Good 
Things to Flappen« (using positive self-talk), A 
is for »Action« (doing things to make a situ- 
ation less frightening, so as to enter it), R is for 
»Reward« (praising and rewarding oneself for 
self-exposure to frightening situations, and 
for trying to cope) 

8. Practice via homework using the F-E-A-R plan 
on real-life frightening situations, celebrate 
with a party 

9. »Partner Support« sessions with parents and 
therapist only. Parents learn how to react 
when a problem occurs with the child (e.g., 
keep voice calm, back up your partner, de- 
brief afterward), how to arrange »casual dis- 
cussion about family matters, and how to 
have systematic problem solving discussions 
to generate well thought-out solutions. 

* In Brief section reprinted from JR Weisz (2004) 

Psychotherapy for children and adolescents: 

Evidence-based treatments and case examples. 

Cambridge University Press, Cambridge, UK. 



12.5 Therapies for Depressive 
Symptoms and Disorders 



12.5.1 Background 



Depression is a relative newcomer to the literature 
on child and adolescent psychopathology, and par- 
ticularly to the treatment literature. Hammen and 
Rudolph (1996) suggest attention to youth depres- 
sion was delayed by several historical myths - i.e., 
the notions that depression did not or could not ex- 
ist in children, that it was merely a transitory or de- 
velopmentally normal state, or that it was most often 
»masked« by »depressive equivalents« such as dis- 
ruptive behavior or somatic complaints. Over the 
past three decades, however, youth depression has 
come to be viewed as genuine and as an appropriate 
target for descriptive psychopathology and inter- 
vention research. 

12.5.2 Indications and Significance 



About 2% of preadolescents in the general popula- 
tion meet diagnostic criteria for either major de- 
pressive disorder or dysthymic disorder, and preva- 
lence increases to about 6% in adolescence (Angold 
et al. 1999; Weisz and Hawley 2002). Of course, rates 
of these disorders are much higher in clinics and 
other treatment settings for youths than in the gen- 
eral population. Moreover, many youths suffer from 
symptoms that fall just short of major depressive 
disorder or dysthymic disorder but are nonetheless 
significantly distressed and appropriate targets for 
treatment. 

The symptoms of depression can be painful and 
serious in their impact, not only for depressed 
youngsters but for their family and friends as well. 
Depression may undermine social development, 
learning in school, and other kinds of growth and 
skill-building (e.g., sports and music) that are im- 
portant to maturation and self-esteem. Moreover, 
depression increases the risk of suicide. Between 
6% and 13% of adolescents, across surveys, report 
that they have attempted suicide at least once, and 
suicide is the third most common cause of death 
among USA 15- 19-year-olds (Garland and Zigler 
1993). For many reasons, then, there is a clear need 
to develop effective treatments. 




148 Chapter 12 • Individual and Group Psychotherapies for Children and Adolescents 



12.5.3 Overview 

of Beneficial Treatments 



A hallmark of depression is sad mood, sometimes 
expressed by children and teens as irritability or an- 
ger. Beyond this emotional state, depressed youths 
often show characteristic styles of thinking and be- 
having. On the thinking front, they may interpret 
events in unduly negative ways. Compared to their 
peers, depressed youngsters may see themselves as 
less able or worthy, and their situations as more 
hopeless. On the behavioral front, depressed youths 
may be more passive than their peers in situations 
that need to be changed, and they may show skill 
deficits that undermine school performance and in- 
terfere with peer relationships. Depression, then, can 
involve problems in mood and emotion, problems in 
cognitive style, problems in behavior and skill devel- 
opment, and problems with peer relationships. Dif- 
ficulties of each type are targeted in the two forms of 
treatment that we review in this section. 

In CBT, for example, therapists work with de- 
pressed children to deal with problems of sadness 
and irritability, partly by focusing on how the chil- 
dren think, and partly by addressing deficits in be- 
havioral skills. One of the best-known CBT ap- 
proaches for children is the Coping with Depression 
Course for Adolescents (CWD-A; Clarke et al. 2003). 
Although CBT is the most thoroughly tested 
approach to youth depression treatment, a second 
approach, Interpersonal Therapy (ITP), has shown 
encouraging effects in recent trials. As the name im- 
plies, ITP focuses special attention on social rela- 
tionships in the youth’s life. Here we consider both 
CBT and ITP. 



12.5.4 Techniques of Treatment 
and Management 



12.5.4.1 The Coping with Depression 
Course for Adolescents: 
Conceptual Basis and Procedural 
Overview of a CBT Program 

The CWD-A course, in keeping with its cognitive- 
behavioral pedigree, construes depression primarily 
as a matter of skill deficits - cognitive (e.g., pessi- 
mistic or irrational thought patterns), behavioral 
(e.g., poor social skills, insufficient engagement in 
pleasurable activities), and affective (e.g., unaware- 
ness of one’s mood). In addressing these deficits, the 
treatment developers drew on a number of related 



cognitive and behavioral treatment methods. These 
methods all share a key assumption: the depressed 
youth has acquired maladaptive patterns of behav- 
ior that can be unlearned. Thus, the symptoms of 
depression (e.g. dysphoric mood, fatigue, suicidal 
thoughts) are viewed as the proper targets of treat- 
ment, as opposed to underlying conflicts or general 
personality dysfunction. 

The CWD-A program is called a »course« and 
presented in the format of an interactive seminar. 
The participants are called »students«, and the 
therapist is called a »group leader«. The course thus 
has a »classroom« rather than a »clinical« tone; the 
goal is to provide a nonstigmatizing, psychoeduca- 
tional experience. Teaching methods include lec- 
ture, discussion, role play, and homework assign- 
ments. The topics covered include improving social 
skills, decreasing anxiety, changing unpleasant cog- 
nitions, resolving conflicts, and planning for the fu- 
ture. Topics covered in the early sessions (e.g., social 
skills, mood monitoring, pleasant activities) are tied 
together as a foundation for more challenging mate- 
rial later in the course (e.g., constructive thinking, 
negotiation and problem solving, and maintaining 
gains). To keep early lessons fresh in the students’ 
minds, key points are reviewed repeatedly and in- 
corporated into new material. To make the program 
user-friendly to teens, homework is kept to five or 
ten min and involves no reading; instead, it stresses 
practicing the skills learned in the course. Humor- 
ous cartoons are used to illustrate maladaptive be- 
haviors. A protocol for booster sessions has also 
been developed, as has a component for parents, 
aimed at (a) familiarizing parents with what their 
children are learning, so they can buttress the ado- 
lescents’ new skills; and (b) teaching the parents 
themselves the same skills. 

The Coping with Depression Course for Adoles- 
cents: in brief* 

Designed for Depression (or elevated 

depressive symptoms) 
in adolescents aged 
14-18 

Number of sessions 16 with adolescents, 

optional 7 with parents 

Session length 2 h (for adolescents 

and for parents) 
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Session participants Therapist with groups 

of teens, therapist with 
parent groups 

Theoretical Cognitive-behavioral 

orientation 

1. Learn how emotions are related to thoughts 
and actions, practice monitoring own mood 

2. Learn social skills, such as how to start a 
conversation, listen actively, show under- 
standing 

3. Identify pleasant activities and arrange 
schedule to increase their frequency 

4. Develop and carry out a personal plan for 
change - setting goals and working toward 
them 

5. Identify negative thoughts and their cause; 
learn to use realistic, positive counter- 
thoughts 

6. Learn to deal with stress by using two 
relaxation methods (deep muscle, quiet 
breathing) 

7. Learn ways to interrupt negative thoughts 
(thought-stopping, rubber band, worry time) 

8. Learn problem-solving and negotiation skills 
for dealing with interpersonal conflict 

9. Discuss how to maintain gains by overcom- 
ing fears and obstacles; advance planning for 
coping with future stressors 

* In Brief section reprinted from JR Weisz (2004) 

Psychotherapy for children and adolescents: 

Evidence-based treatments and case examples. 

Cambridge University Press, Cambridge, UK. 



12.5.4.2 Interpersonal Therapy 

for Adolescents: Conceptual Basis 
and Procedural Overview 

Although CBT for depression has the most extensive 
evidence base with children and adolescents, recent 
evidence suggests that interpersonal psychotherapy 
for adolescents (IPT-A) may also be beneficial (see 
Mufson and Dorta 2003; Rossello and Bernal 
1999). IPT-A is designed to reduce depressive symp- 
toms by focusing on common adolescent develop- 
mental issues. Examples include separation from 
parents, authority in relationships, development of 
dyadic relationships with peers, grief over the death 
of relatives or friends, dealing with peer pressure, 
and (where relevant) functioning within single-par- 
ent families, an issue that has been shown to be pro- 
blematic for many depressed adolescents. 



The program has three phases. In the initial 
phase, the therapist works with parents and adoles- 
cent to assess familial and other social relationships, 
decide which interpersonal problem areas to focus 
on, and develop a treatment contract. In the middle 
phase, therapist and adolescent work directly on the 
designated problem areas, as the adolescent is en- 
couraged to monitor the depressive symptoms, ex- 
press affect, link affect with events, examine conflicts 
and styles of communication, and use various strat- 
egies (e.g., role play) to try out various forms of be- 
havior change. In the termination phase, the adoles- 
cent works toward giving up the relationship with the 
therapist and establishing a sense of competence to 
deal with future problems. Therapists may add boos- 
ter sessions to the standardized protocol as needed. 

Interpersonal Therapy for Adolescents: in brief 
Designed for Youths aged 12-18, 

diagnosed with a non- 
bipolar, nonpsychotic, 
major depressive 
disorder 

Number of sessions 1 2-1 5 

Session length 30-60 min 

Session participants Therapist and adoles- 

cent 

Theoretical Interpersonal 

orientation 

Treatment steps: 

Initial Phase (sessions 1-4) 

1. Gather information about the adolescent's 
depression and explain the disorder 

2. Assess the adolescent's familial relationships 

3. Identify the problem areas 

4. Explain the treatment 

5. Establish a treatment plan 

6. Explain what is expected of the patient 
Middle Phase (sessions 5-8) 

1 . Work on one or two of the selected problem 
areas 

2. Implement intervention strategies 

3. Monitor depressive feelings 

4. Establish a positive therapeutic relationship 

5. Involve family members in treatment 
Termination Phase (sessions 9-12) 

1. Discuss ending treatment 

2. Acknowledge feelings related to separation 
with therapist 

3. Review progress, and establish the adoles- 
cent's future competence to deal with prob- 
lems 
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12.6 Therapies for Attention 
Deficit/Hyperactivity 
Disorder 



12.6.1 Background 



Problems involving overactivity and attentional dif- 
ficulties have certainly existed for centuries but 
probably came into sharper focus with the advent 
of compulsory schooling, which requires sustained 
self-control in group settings (see Hinshaw 1994). 
Self-control is a critical skill for school-aged young- 
sters, and deficits in this skill pose major problems. 
In the late 1950s, professional and research attention 
was focused mainly on unusual levels of physical ac- 
tivity in youths, and terms such as hyperkinesis and 
the hyperactive child syndrome were used to label 
the problems. By the 1970s, Douglas (e.g., 1972) 
and others argued that the difficulties in attention 
and impulse control were at least as important as 
problems in motor activity. This notion - that there 
is a syndrome that includes hyperactivity, impulsiv- 
ity, and poor attentional control - is reflected in the 
current diagnostic term, Attention-Deficit/Hyperac- 
tivity Disorder (ADHD), used in DSM-IV (Ameri- 
can Psychiatric Association 1994). 

In the typical developmental course of ADHD, 
hyperactivity and impulsivity appear earliest, often 
by age three or four, with attentional problems iden- 
tified in the early school years, about ages five to 
seven. While the hyperactivity and impulsivity 
may fade somewhat during the primary school 
years, the poor attention control remains relatively 
stable up to adolescence. All three clusters of symp- 
toms decline somewhat in adolescence, and 25-50% 
will lose the ADHD diagnosis by adolescence or 
young adulthood, but most children diagnosed with 
ADHD will have some related problems throughout 
their lives, even as adults. 



12.6.2 Indications and Significance 



Current estimates suggest that 3-5% of all school- 
aged youths meet diagnostic criteria for ADHD; this 
translates into an average of about one child per 
classroom of 20-40 youngsters (Mash and Wolfe 
2002). The diagnosis is about three times as com- 
mon in boys as in girls. A third to a half of all 
clinic-referred children show ADHD characteristics, 
either alone or together with other disorders (Bark- 
ley 1997). 



The behavioral patterns associated with ADHD 
result in diverse problems, across multiple settings. 
Life at home can be difficult for the child, and per- 
haps even more difficult for others in the family, 
who must cope with the chaos, clutter, forgetfulness, 
unfinished jobs, spills, property destruction, and 
sleeplessness. At school, poor attending and impul- 
sivity can be a potent combination, jeopardizing the 
child’s relationship with the teacher, undermining 
academic performance, and leading to conduct 
problems borne not so much of ill will as of im- 
pulses the child’s will cannot curb. Among peers, 
the child with ADHD may well be a misfit, as poor 
attention control makes conversations awkward, 
play activities frustrating, and performance in 
sports erratic. Given this scope of impact, it is clear 
that attentional problems, overactivity, and ADHD 
warrant treatment, but what forms of treatment? 

12.6.3 Overview 

of Beneficial Treatments 



Treatment decisions in the ADHD area are enriched, 
but complicated, by the existence of empirically sup- 
ported interventions in both psychological and 
pharmacologic forms. Numerous studies document 
the benefits of stimulant medication in reducing the 
intensity of ADHD symptoms. However, some 20- 
30% of ADHD youngsters show either no response 
or an adverse response to stimulant medication 
(Swanson et al. 1995) and thus need some alterna- 
tive treatment. Even those who benefit from stimu- 
lants may experience unwanted side-effects, espe- 
cially sleep and appetite problems, as well as possi- 
ble growth suppression, and this may make nonme- 
dical alternatives appealing to some youths and par- 
ents. Beyond these matters, some parents may not 
want to see their children depend on drugs for ac- 
ceptable social and school behavior. Thus, the 
search for effective psychological interventions has 
continued for many years. 

That search has led to tests of a number of psy- 
chological-behavioral treatments. Because diagnos- 
tic categories and criteria have changed over the 
years, much of the research did not employ samples 
selected to fit DSM-IV criteria. However, for at least 
two decades, intervention research has tested treat- 
ments aimed at the prevailing diagnostic counter- 
parts of DSM-IV ADHD. Additionally, for more than 
30 years now, treatments have been tested that ad- 
dress core symptoms now associated with the 
ADHD diagnosis (e.g., disruptive behavior, overac- 
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tivity, impulsivity, poor attentional control). So, for 
simplicity of presentation, we will use the term 
»ADHD« to refer to the problems addressed by these 
treatments. 

According to one widely accepted view, ADHD is 
a disorder of performance (Barkley 1997). That is, 
people with ADHD may know what they should 
do but often find it difficult to do these things when 
they should. From this perspective, the treatments 
most likely to help will be those that support appro- 
priate behavior at points of performance - i.e., at 
those times and in those situations where success 
depends on overcoming the deficits, by paying at- 
tention and managing behavior, for example. By this 
logic, the best psychosocial treatments for ADHD 
children may be those emphasizing environmental 
intervention - i.e., specific adjustments in the con- 
tingencies within children’s settings. The two broad 
classes of environmental interventions that have 
particularly strong empirical support are behavioral 
parent training and behavioral interventions in 
classroom and camp settings. 



12.6.4 Techniques of Treatment 
and Management 



cent and adult outcomes. Thus, it seems important 
to address oppositional behavior and other conduct 
problems in any treatment for ADHD youths. 

The most thoroughly tested and well-supported 
approach for addressing this combination of prob- 
lems is behavioral parent training. A typical format 
for such training includes assigned readings on the 
use of behavioral principles with children and a se- 
ries of 820 weekly sessions, focused on applying the 
principles with the individual children involved. 
Coverage usually includes such core behavioral con- 
cepts as maximizing parental attention (and praise) 
in response to appropriate child behavior, withhold- 
ing attention (and praise) when behavior is inap- 
propriate, developing reward and incentive systems 
(e.g., charts, points, tokens) to encourage desired 
behavior, and effective use of time-out for noncom- 
pliance. So, therapists first teach parents about the 
nature and causes of ADHD, disobedience, and de- 
fiance, next teach and supervise practice in the 
use of behavioral principles at home, and then work 
on applying the principles at school and other out- 
of-home settings. Here we illustrate the components 
of a representative parent training program by fo- 
cusing on Barkley’s (1997) Defiant Children Pro- 
gram. 



12.6.4.1 Behavioral Parent Training: 
Conceptual Basis 
and Procedural Overview 

A number of experts (e.g., Barkley 1997) believe that 
ADHD youngsters’ biological abnormalities generate 
specific deficits in rule-governed behavior - i.e., re- 
duced capacity to adjust behavior in response to 
commands, rules, and self-directed speech. Behav- 
ioral parent training programs address this reduced 
child responsiveness by training parents to (a) use 
explicit, systematic, and salient methods to convey 
rules and instructions, and (b) ensure clear, consis- 
tent, and powerful consequences for compliance and 
noncompliance with the rules and instructions. The 
idea is that a parentally-organized environment rich 
in appropriate cues and contingencies can help chil- 
dren stay on track for appropriate behavior (e.g., at- 
tending, thinking before acting, persisting at tasks) 
and avoid inappropriate behavior (e.g., carelessness, 
impulsivity, hyperactivity) in spite of their relatively 
enduring biological deficits. A second part of the ra- 
tionale for parent training is the well-documented 
fact that ADHD is often accompanied by serious con- 
duct problems, and that children who show this 
combination tend to have particularly poor adoles- 



Behavioral Parent Training for Defiant Children 
(Barkley 1997): in brief* 



Designed for 

Number 
of sessions 
Session length 

Session 

participants 



Theoretical 

orientation 



Defiant and ADHD 
children, aged 2-12 

10, plus booster session 
and follow-up meetings 

1 h for individual families, 

2 h for groups of families 
Therapist with parents, 
child included for parts 
of individual family 
sessions 

Behavioral 



Treatment steps: 

1. Therapist leads parents through a review of 
information on nature, etiologies, develop- 
mental course, and prognosis of ADHD; 
may include video illustrations and reading 

material 
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2. Therapist and parents discuss and practice 
procedures for, attending to appropriate 
child behavior; procedures include close 
visual attending, narrative descriptions, and 
praise. Procedures implemented in daily 
»special time« at home 

3. Parents learn how to give effective com- 
mands to child, and how to respond imme- 
diately with positive attention when the child 
complies 

4. Parents learn how to make reinforcement 
concrete and external, by establishing a 
token economy at home 

5. Parents learn to use consequences for non- 
compliant and inappropriate behavior. Such 
consequences include loss of points or chips 
in the token economy, and time-out 

6. Parents and therapist fine-tune the time-out 
procedure, discussing problems in imple- 
mentation at home, and new applications 
that can be tried 

7. Parents learn procedures for managing non- 
compliance and inappropriate behavior in 
public places 

8. Parents learn procedures for improving the 
child's school behavior - coordinating com- 
munication with school personnel via the 
daily school behavior report card 

9. Parents and therapist discuss future problems 
that may arise, and how the skills learned 
may be applied 

10. Booster session, one month after end of Step 
9, to review the main ideas of Steps 1-9, and 
to plan solutions to problems that have 
arisen during the month 
* In Brief section reprinted from JR Weisz (2004) 
Psychotherapy for children and adolescents: 
Evidence-based treatments and case examples. 
Cambridge University Press, Cambridge, UK. 



12.6.4.2 Behavioral Intervention in 

Classroom and Camp Settings: 
Conceptual Basis and Procedural 
Overview 

The conceptual basis for classroom and camp inter- 
vention with ADHD is closely linked to the notion 
that youngsters with ADHD suffer from perfor- 
mance deficits more than comprehension deficits 
- i.e., they know what they should do, but their bio- 
logical deficits hamper their ability to do it (see 
Barkley 1997). Addressing such deficits may require 
putting interventions into the contexts where prob- 
lems arise for the child. Prominent among such con- 



texts are group learning situations, including class- 
rooms, camps, and other contexts where the goal is 
to convey information and skills in the company of 
peers. Behavioral classroom and camp programs 
aim for such goals as (a) improving attention to 
assigned tasks, (b) reducing overactive and impul- 
sive behavior, (c) reducing disobedience and con- 
duct problems, and (d) improving learning. In these 
programs, typically, specific behavioral goals and 
objectives are identified for the child, a procedure 
is set up to monitor target behaviors, rewards are 
made contingent on the desired behaviors, and un- 
attractive consequences are attached to unwanted 
behaviors such as disobeying, drifting off-task, or 
disrupting class. These consequences may be loss 
of points or chips in a token economy, loss of privi- 
leges (e.g., no outdoor time during recess), or brief 
time outs. 

Making adaptive and appropriate behavior pos- 
sible on a regular basis may require both reminders 
and rewards. The classroom or camp environment 
can be altered to include salient cues for appropriate 
behavior, and to insure that rewarding consequences 
follow such behavior. In addition, there may be ad- 
verse consequences for failing to show the appropri- 
ate behavior. Evidence suggests that such conse- 
quences, called response cost, improve child behav- 
ior beyond the effects of reward alone. Each of these 
features - i.e., salience, reward, and response cost - 
can be incorporated into classroom and camp set- 
tings and coordinated by teachers, counselors, or 
staff. In addition, a regular report to parents (e.g., 
a simple daily report card) may be used to link 
the child’s behavior in the group situation to conse- 
quences at home, thus bolstering the strength of the 
intervention by arranging for continuity across set- 
tings. To illustrate this form of intervention, we fo- 
cus on a very comprehensive program that has been 
used and refined over a period of two decades, and 
described in what is very likely the most thorough 
and detailed treatment manual available for behav- 
ioral intervention in group settings: The Children’s 
Summer Treatment Program (STP), developed by 
William Pelham and his colleagues (Pelham et al. 
1998 a). STP camps are staffed by undergraduate 
and graduate students, supervised by permanent 
staff, some at the doctoral level. In addition, devel- 
opmental and educational specialists teach academic 
subjects, and medical specialists consult on stimu- 
lant medication. Elements of the STP are shown in 
the In Brief box. 
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Pelham's Summer Treatment Program for ADHD: 

in brief* 



Designed for 

Duration of the 
program 



Session length 



Participants 



Theoretical 

orientation 



ADHD children, 
aged 5-15 

360 h over 8 weeks of 
summer; parent training, 
Saturday treatment, 
and/or school follow-up 
may be added 
8:00 AM to 5:00 PM, 
every weekday, for 
8 weeks 

Children in age-matched 
groups of 12, each 
group has 5 clinical staff 
Social Learning Theory, 
Operant, Cognitive- 
Behavioral 



Treatment components: 

1. Daily schedule for children that includes 
training in social skills, cooperative projects, 
academic subjects, arts and crafts, sports, and 
computer use 

2. Token economy with points/chips awarded 
for appropriate behavior and withdrawn for 
inappropriate behavior throughout the day, 
to be exchanged for privileges (e.g., field 
trips) 

3. Use of appropriate commands (e.g., brief, 
specific) with generous reinforcement for 
compliance - i.e., points/chips, liberal praise 
by staff, public recognition, parental rewards 

4. Use of time out and loss of privileges as con- 
sequences for specific prohibited behaviors 

5. One h per day in a school-like classroom 

learning academic subjects, with token 
economy and consequences to support 
appropriate behavior and learning 
6 . 

Peer relationship training, with daily group ses- 
sions to learn specific skills, daily cooperative 
group task, group problem solving training, and 
buddy system to learn dyadic/friend skills 
7. Sports training, 3 h/day, to learn rule-follow- 
ing, improve motor coordination, skill in the 
sport, thus to improve self-esteem and self- 
efficacy and reduce risk of rejection by peers 



8. Parent involvement: Weekly behavioral 
training sessions, near-daily parent contact 
with camp staff, daily report cards, with home 
token economy, praise, and privileges as re- 
ward 

9. Trials to assess whether stimulant medication 
improves child behavior beyond effects of 
other camp components 

10. Follow-up treatment options including Sa- 
turday treatment program, intervention in 
schools to which children return, and parent 
booster sessions 

* In Brief section reprinted from JR Weisz (2004) 
Psychotherapy for children and adolescents: Evi- 
dence-based treatments and case examples. 
Cambridge University Press, Cambridge, UK. 



12.7 Therapies for Conduct 
Problems, Oppositional 
Defiant Disorder, 
and Conduct Disorder 



12.7.1 Background 



Conduct problems - aggression toward peers, dis- 
obedience and disruptive behavior, and defiance 
of authority - are sources of great concern in most 
societies, and the prevalence of oppositional and de- 
fiant behavior may have increased over the past two 
decades, at least in the USA (Achenbach et al. 2003). 
Such shocks as the murders of students and teachers 
by armed youths in schools have served as wakeup 
calls, a reminder of the extremes to which aggressive 
tendencies can be taken if not curbed in childhood. 
One of the most consistent findings of research is 
that aggression and conduct problems are persistent 
across developmental periods. Children as young as 
2-3 years old who show high levels of conduct prob- 
lems across different settings are at risk of continued 
behavior problems for years. Further, conduct prob- 
lems that are stable at the time of school entry are 
apt to persist into adolescence. The fact that conduct 
problems in early life predict subsequent delin- 
quency and criminal behavior underscores the need 
for treatments that work with children. 

The challenge of understanding and treating 
conduct problems is complicated by the heterogene- 
ity of such problems and the youth who display 
them, and by the fact that multiple causes (biologi- 
cal, cognitive, interpersonal, sociological) interact to 
produce them. A particularly worrisome trend is the 
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developmental progression of conduct problems 
from childhood through adolescence, with early op- 
positional behavior presaging later more violent 
forms, including fighting and vandalism at the inter- 
mediate level, and stealing and mugging at the more 
extreme end. Many experts agree that any search for 
a simple causal explanation is doomed from the out- 
set. Similarly, any search for a single treatment to 
address all forms of disruptive and deviant conduct, 
may be fruitless; different treatments may differ in 
their impact on different subsets of youth, depend- 
ing in part on which factors converge to maintain 
the various youngsters’ conduct problems. Thus, it 
may be quite apropos that the treatments developed 
and tested thus far are so variegated, focus on a 
range of target problems, and address various hy- 
pothesized causal and maintaining factors. 



12.7.2 Indications and Significance 



Conduct problems are the most common reason for 
child clinical referrals in North America (Hinshaw 
et al. 1996). Of course, this is partly due to the high 
prevalence of such problems. Formal diagnoses of 
conduct disorder are found in 2-6% of school-aged 
youth in community samples (see Hinshaw and An- 
derson 1996); rates of oppositional defiant disorder 
are found to be uniformly higher, with estimates 
ranging from 10-22% in the general population 
(Nottelman and Jensen 1995). But other evidence 
(Weisz 2004) indicates that even when problem 
prevalence in the general population is controlled, 
conduct problems are much more likely than other 
problems to be the reason children are taken to 
clinics for treatment, at least in North America. This 
fact, coupled with the obviously high stakes for so- 
ciety, may help account for the high activity level 
among researchers in developing treatments for 
conduct problems. 



12.7.3 Overview 

of Beneficial Treatments 



These treatments range from very focused tech- 
niques for teaching young people self-control to 
broader methods of restructuring family and social 
environments. One set of approaches (Feindler et al. 
1984; Lochman et al. 2003) emphasizes teaching 
youngsters to manage their anger. Another youth - 
focused approach emphasizes the value of prob- 



lem-solving skills (Kazdin 2003). Several ap- 
proaches employ behavioral parent training princi- 
ples and procedures reflecting the early work of Pat- 
terson and Gulion (1968) and Hanf (1969). Another 
method, designed for particularly difficult antisocial 
youths, intervenes within multiple systems that 
touch the errant youth’s life. Treatments for conduct 
problems and conduct disorder include a rich array 
of evidence-based options, addressing multiple pos- 
sible causal factors and spanning a broad develop- 
mental range. 



12.7.4 Techniques of Treatment 
and Management 



12.7.4.1 Youth Anger Management 
Training: Conceptual Basis 
and Procedural Overview 

Anger management programs (e.g., Feindler et al. 
1984; Lochman et al. 2003) emphasize teaching 
self-control and problem solving skills. These treat- 
ments have grown out of social-cognitive models of 
anger arousal and aggressive behavior. In the Loch- 
man et al. model, for example, the youth encounters 
a potentially anger- arousing event, but the youth’s 
physiological and emotional response is due to the 
youth’s perception of the event, not the event itself. 
The perception is derived from such sources as the 
youth’s learning history and selective attention to 
specific aspects of the event. The way such factors 
converge sets the stage for the youth’s response. That 
response is followed by some consequence for the 
aggressive youth (e.g., school suspension). The 
model posits multiple deficits that make aggressive 
youth prone to maladaptive behavioral responses. 
The deficits include, for example, (a) attributional 
biases toward perceiving hostile intentions by others 
when their intentions are unclear, (b) a tendency to 
underestimate the youth’s own role in conflict and 
overestimate others’ responsibility, and (c) a belief 
that problems cannot be resolved through nonag- 
gressive means. 

Lochman and colleagues developed their Anger 
Coping Program to confront such deficits. Young- 
sters meet in groups for exercises designed to coun- 
ter their reflexive responses to perceived threat. The 
following three steps are considered critical. Thera- 
pists teach the children (a) to inhibit their initial an- 
gry and aggressive reactions, (b) to cognitively rela- 
bel stimuli perceived as threatening, and (c) to solve 
problems by generating alternative coping responses 
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and choosing adaptive, nonaggressive alternatives. 
An overall aim is to enhance children’s cognitive 
processing of their stressful encounters, and 
strengthen their ability to plan effective and adap- 
tive responses. In addition, as the program has 
evolved, an emphasis on learning to set and achieve 
specific behavioral goals has become quite central, 
as well. 



Anger Coping Program: in brief* 

Designed for Aggressive school 



children aged 9-13 
1218 

40-60 min 

Therapist with youth 
in small groups 
Cognitive behavioral 



Number of sessions 

Session length 

Session participants 

Theoretical 

orientation 

Treatment steps: 

1. Discuss group goal of learning about mem- 
bers' similarities and differences; take pictures 
of each group member with instant camera; 
use visual exercises (e.g., face/vase) to illus- 
trate how different people can have different 
perceptions of the same thing 

2. Exercises and discussion to explore children's 
reactions to cooperating with, being con- 
trolled by, and being distracted by peers. For 
example, build domino towers while peers 
try to verbally distract 

3. Use stories and role plays to practice identi- 
fying the problem - i.e., which specific as- 
pect(s) of an interpersonal situation create a 
problem and lead to anger 

4. Use cartoon sequences and role plays to 
practice generating alternative solutions to 
problems 

5. Use cartoon sequences and role plays to 
practice evaluating pros and cons of various 
alternative solutions to problems 

6. Use modeling videotape to learn to identify 
bodily cues that signal angry arousal, and to 
identify negative and positive thoughts (or 
»self-statements«) that can increase or di- 
minish angry arousal 

7. Use other modeling videotapes to practice 
integrating (a) physiological awareness of 
angry arousal, (b) self-talk (e.g., »Stop! Think! 
What should I do?), and (c) social problem 
solving, to resolve interpersonal problems 
without aggression 



8. Use role plays to continue practicing physio- 
logical awareness + self talk + interpersonal 
problem solving. Videotape the role plays 
and discuss them. Plan for extending anger 
control skills to future situations at school 
and home 

9. Practice setting specific behavioral goals - 
e.g., no arguments with teacher - achieving 
them, and being rewarded for doing so; this 
component may be introduced at any point 
in treatment, and may operate concurrently 
with other treatment components 

* In Brief section reprinted from JR Weisz (2004) 

Psychotherapy for children and adolescents: 

Evidence-based treatments and case examples. 

Cambridge University Press, Cambridge, UK. 



12 . 7 . 4.2 Problem Solving Skills Training: 
Conceptual Basis 
and Procedural Overview 

A second intervention approach aimed at creating 
change within the individual youth is Problem Solv- 
ing Skills Training (PSST; Kazdin 2003), a program 
designed to teach aggressive youngsters to use their 
heads before using their fists. PSST grows out of a 
particular model of how antisocial behavior and 
conduct disorder develop and are maintained (see 
Kazdin 2003). The model focuses on »packages« of 
risk factors (biological, social-environmental, and 
cognitive) that may combine to produce behavior- 
ally toxic outcomes, and on the »snowballing« of 
these factors over time. For example, children with 
difficult temperaments who are exposed to poor 
parenting may fail to develop adequate self-control. 
Disciplinary problems may follow, along with defi- 
cient school performance and impulsively aggres- 
sive behavior. Aggression, together with other social 
and academic problems, may lead to social rejec- 
tion, and then by default to affiliation with deviant 
peer groups, in which antisocial behavior is mod- 
eled and rewarded. 

The challenge for a treatment developer is to 
identify a process which, if properly addressed, 
can interrupt the developmental progression toward 
increasingly serious conduct problems and antiso- 
cial behavior. One component quite central to PSST 
is youth cognition. PSST aims to help youngsters (a) 
identify the specific interpersonal problems they 
confront, (b) generate alternative solutions they 
might use to address the problems, (c) think 
through the steps needed to carry out these solu- 
tions, and (d) anticipate the likely consequences of 
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various solutions for others and for themselves. Two 
central goals of PSST warrant attention here. One is 
to improve the process by which children reason as 
they confront various interpersonal problems - e.g., 
to make the process more systematic and less impul- 
sive, and to bring a broader range of solutions into 
focus for consideration. Another goal is to increase 
the number of prosocial solutions children consider 
and ultimately employ. 

In PSST, children aged 7-13 take part in about 
20 weekly sessions with a therapist. Each session 
lasts about 40-50 min. During these sessions, chil- 
dren are taught five steps they can apply to problems 
of many different types. The steps range from sim- 
ply identifying the problem to laying out potential 
solutions and selecting the most promising of these 
to try. These problem solving steps are first prac- 
ticed in the context of simple games, and then grad- 
ually applied to the kinds of real-life social problems 
that have caused difficulties for the youngsters in the 
past. Parents are also taught the skills, so they can 
help their children outside the sessions. PSST is 
sometimes paired with behavioral parent training 
in child management, based in part on the valuable 
work of Patterson and colleagues (e.g., Patterson 
and Gullion 1968), and called Parent Management 
Training (PMT) by Kazdin and colleagues. PMT in- 
volves about 16 weekly one-hour sessions, most of 
which include some explanation of behavioral con- 
cepts and procedures, some teaching of the relevant 
skills, some planning of how to apply the skills at 
home with the child, and some role-playing and re- 
hearsal with the therapist. Parents try the skills with 
the child at home and use therapy sessions, in part, 
to help trouble-shoot and refine their application of 
PMT skills. 



Problem Solving Skills 
Designed for 

Number of sessions 
Session length 
Session participants 

Theoretical 

orientation 



Training: in brief* 
Aggressive and 
antisocial children 
aged 7-13 
20 (range: 20-25) 
40-50 min 
Therapist with child, 
plus parent contact 
Behavioral 



Treatment steps: 

1. Therapist teaches child five problem-solving 
steps (identify the problem, list possible so- 
lutions, evaluate them, choose one, try it and 
evaluate the outcome) 

2. Child practices the steps on various games 
(e.g., Checkers, Connect Four) 

3. Child practices applying the steps to real-life, 
everyday problems (e.g., peer conflict) 

4. Parent learns the steps; learns to prompt and 
praise child's use of steps with real-life 
problems (called »supersolvers«), including 
problems that originally led to referral 

5. Child continues to practice applying steps to 
real-life situations (e.g., peer taunting, social 
exclusion, peers encouraging antisocial be- 
havior); solutions re-enacted with therapist 

6. Wrap-up, review of what has been learned, 
role-reversal in which child teaches the skills 
to the therapist 

* In Brief section reprinted from JR Weisz (2004) 

Psychotherapy for children and adolescents: 

Evidence-based treatments and case examples. 

Cambridge University Press, Cambridge, UK. 



12.7.4.3 Parent-Child Interaction 

Treatments: Conceptual Basis 
and Procedural Overview 

While anger management training and PSST focus 
primarily on the individual youth, another approach 
targets the parent and child together and addresses 
their style of interaction. Parent-child interaction 
treatments (Brinkmeyer and Eyberg 2003; McMa- 
hon and Forehand 2003) are built partly on the no- 
tion that noncompliance is a foundation on which 
other conduct problems are built (see McMahon 
and Forehand 2003), and that it thus warrants fo- 
cused and early attention. Accordingly, parent-child 
interaction treatments are generally used to address 
noncompliance and conduct problems in the pre- 
school through mid-primary school years. 

The treatment procedures used in the most 
prominent parent- child interaction programs were 
derived in part from a model developed by Hanf 
(1969). In this paradigm, the therapist works direct- 
ly with the parent, serving as both teacher and 
coach, while the parent engages in a series of 
play-like interactions with the child. In the first 
phase of the process, the child chooses the play ac- 
tivities. As the child takes the lead, the parent learns 
to attend closely, comment descriptively, and praise 
the child liberally. In a second phase, the parent 




12.7 • Therapies for Conduct Problems, Oppositional Defiant and Conduct Disorder 



157 



12 



takes the lead in play activities, and the coaching 
and training focus on evoking child compliance, 
dealing with noncompliance (e.g., via ignoring or 
time-out procedures), and generally establishing ef- 
fective management of child behavior. In this thera- 
peutic two-step, the goals and methods of behavior- 
al parent training are combined with some of the re- 
lationship-building goals and methods used in play 
therapy. Several treatment programs have been built 
on the basic Hanf model. Here we provide an »In 
Brief« description of one exemplar, Parent-Child In- 
teraction Therapy (Brinkmeyer and Eyberg 2003). 



Parent-Child Interaction Therapy: in brief* 



Designed for 



Number of sessions 
Session length 
Session participants 

Theoretical 

orientation 



Oppositional children 
aged 2-6 (but clinical 
trials have included 
8 yr olds) 

13 (range: 9-16) 

60 min 

Parent-child dyads, 
therapist 

Behavioral, psycho- 
dynamic, attachment 



Treatment steps: 

1 . Therapist observes parent-child interactions, 
identifies problems, sets goals 

2. Child-Directed Interaction sessions: child 
leads play activity, parent follows child's lead, 
using praise, reflection, imitation, description, 
and enthusiasm (PRIDE) 

3. Parent-Directed Interaction sessions: parent 
leads play activity, gives directives, sets limits, 
learns to use time-out for noncompliance, 
learns to reward compliance and appropriate 
behavior 

4. Therapist observes parent-child interactions 
to assess parent learning, child disruptive 

behavior 

5. Treatment continues until key skills have 
been mastered and interactions meet pre- 
determined criteria 

*ln Brief section reprinted from JR Weisz (2004) 

Psychotherapy for children and adolescents: 

Evidence-based treatments and case examples. 

Cambridge University Press, Cambridge, UK. 



12 . 7 . 4.4 Video-Guided Group Behavioral 
Parent Training: Conceptual Basis 
and Procedural Overview 

Another approach to early intervention that is based 
partly on the Hanf model adds the element of video 
guidance to the treatment regimen. This approach, 
called The Incredible years (Webster-Stratton and 
Reid 2003), is especially notable due to its unusually 
extensive evidence base (see Weisz 2004). In the par- 
ent component of their Incredible years BASIC pro- 
gram, a therapist shows brief videos of parent-child 
interactions to groups of parents and leads discus- 
sions on themes illustrated in the videos. Why train 
parents using videotapes? One important reason is 
that theory and research on modeling suggest that 
it is a highly efficient form of learning. It is also 
more engaging for many parents than didactic 
learning in a classroom format, or being tested on 
readings. Another strength is that the video material 
is the same at every presentation, which supports 
consistency across therapists and settings. Such 
standardization may help limit the impact of varia- 
tions in therapist training, orientation, and skill. Fi- 
nally, and notably in an era of fiscal concern, video 
modeling is cost-effective; it limits expensive thera- 
pist training time, and therapist intervention time, 
in ways that cost-conscious mental health adminis- 
trators can appreciate. 

Although the Hanf model and observational 
learning form part of the conceptual basis for the 
treatment, other theoretical perspectives have been 
influential as well. Building on Bandura’s (1977) 
self-efficacy theory, Webster-Stratton and her col- 
leagues train therapists to work as collaborators 
with parents, rather than as dispensers of advice; 
the purpose is to enhance parents’ »efficacy expec- 
tations« - i.e., the conviction that they can success- 
fully change their own and their child’s behavior. 
CBT theory is also highly relevant, as therapists 
work with parents to identify and modify unproduc- 
tive cognitions (e.g., »I’ll never be an effective par- 
ent or »My child is impossible to control«) or to re- 
frame distressing events (e.g., a difficult child’s de- 
mands can be construed as »testing limits« or 
»moving toward independence^. 

In Webster-Stratton’s Incredible years BASIC 
parent training program, groups of 10-14 parents 
meet with a therapist or »group leader« for 13-14 
weekly 2-h sessions. Parents view a series of 1-2- 
min video vignettes showing parents dealing with 
their children in a variety of situations, sometimes 
successfully, sometimes not. These videos are used 
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to stimulate discussion of behavioral principles and 
how they might be used by parents in the group. 
Parents practice these principles in homework as- 
signments, some of which include tracking their 
children’s behavior to look for changes after the 
new parenting methods are implemented. Over the 
series of sessions, four themes are addressed: con- 
structive use of play, using praise and reward effec- 
tively, setting and enforcing limits, and handling 
misbehavior. Other elements of the BASIC proce- 
dure are shown in the In Brief box. Evidence on 
the beneficial effects of this program, for parents 
and children, is unusually strong and well-repli- 
cated. 



The Incredible years BASIC Parent Training 
Program: in brief* 

Designed for Parents of children 

aged 3-8 who have 
conduct problems 
12-14 
2 h 

Therapist with groups 
of 10-14 parents 
Observational learning, 
operant, 

cognitive-behavioral, 
relationship, group 
support 



Number of sessions 
Session length 
Session participants 

Theoretical 

orientation 



Treatment steps: 

1. Constructive use of child-directed play. 
Therapist uses video vignettes and role plays 
to focus parent discussion on constructive 
use of child-directed play skills to help build 
children's self-esteem and self-confidence, 
help children handle boredom, avoid power 
struggles with peers, improve language skills 
(including emotion language) and problem 
solving, and cope with frustration 

2. Effective use of praise and reward. Using 
other videos, role plays, and guided discus- 
sion therapist teaches parents ways to use 
praise and tangible rewards to increase the 
frequency of specific, desirable child behav- 
iors. Parents are helped to generalize princi- 
ples of praise to other relationships such as 
partners and teachers 



3. Limit-setting. With videos, role plays, and 
discussion, therapist helps parents learn basic 
rules for effective limit-setting - e.g., limit 
commands to the ones that really matter, 
make them clear and concise, fit them to 
child's maturity level, don't insert a barb, and 
use distraction to enhance compliance 

4. Handling misbehavior. Videos, role plays, and 
discussion focus on dealing with child mis- 
behavior through preventing it, strategic 
ignoring, time-out, logical and natural con- 
sequences, and problem-solving 

Other features, present throughout the steps. 
Intervention individualized through parent 
goal-setting and self-monitoring, solution- 
focused assignments with identification of 
personal barriers, notes to/from therapist in 
parent folders, home assignments, and 
therapist phone calls to parents at home; 
peer support comes through a support 
group and through »buddy« calls at home. 
*ln Brief section reprinted from JR Weisz (2004) 
Psychotherapy for children and adolescents: 
Evidence-based treatments and case examples. 
Cambridge University Press, Cambridge, UK. 



12.7.4.5 Multisystemic Therapy: 

Conceptual Basis and Procedural 
Overview 

Our final example of evidence-based treatments for 
conduct problems is a program designed for espe- 
cially difficult youth: adolescents who have histories 
of serious antisocial behavior, often with arrest re- 
cords to match. A core idea underlying Multisystem- 
ic Therapy (MST; Henggeler and Lee 2003) is the no- 
tion that such youth antisocial behavior is multide- 
termined - i.e., shaped and maintained by multiple 
elements of the youth’s social world - and that the 
influence is reciprocal, in that the youth both re- 
ceives and exerts influence. These elements of the 
social world include immediate and extended family 
members, teachers and other school personnel, 
neighbors, peers, religious leaders, various profes- 
sional agencies, and even law enforcement officers. 
Of course, the various individuals and systems to 
which the youth and family are connected interact 
with one another as well. Antisocial behavior can re- 
sult from this interplay of youth, key individuals, 
and social systems, but figuring out how is part of 
the detective work of MST. Once the therapist has 
an understanding of how the individuals and sys- 
tems have converged to produce undesirable behav- 
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ior, the task is to reconstruct the environment, 
changing individuals and systems at points where 
there is some given and where change can have a de- 
sirable impact on the youth. 

Conceptually, MST is built on general systems 
theory (von Bertalanffy 1968) and Bronfenbrenner’s 
(1979) theory of social ecology. A major contribu- 
tion of systems theory is its rich conceptualization 
of causality. Unlike more mechanistic and linear no- 
tions, systems theory describes causality in terms of 
the reciprocal influence of multiple interacting 
forces. Instead of arguing that A causes B, which 
in turn causes C, the systems theorist argues that 
A, B, and C all influence one another and that any 
specific behavior may have multiple causes, some 
reflecting the interplay of A, B, and C. Applying this 
notion to a delinquent youth, a therapist might con- 
sider not only how parental practices influence the 
youth, but also how the youth’s behavior influences 
the parents, and what function the youth’s behavior 
may serve in the family system, including the ex- 
tended family. Bronfenbrenner’s (1979) theory of so- 
cial ecology also contributed importantly to the de- 
velopment of MST. In this view, the individual’s eco- 
system is »a set of nested structures, each inside the 
next, like a set of Russian dolls« (p. 3). The inner- 
most doll is the developing individual, who is influ- 
enced by and who in turn influences other elements 
or layers of the ecosystem. Thus, an individual’s be- 
havior can only be fully understood in relation to its 
context. 

Following these theoretical principles, the ideal 
MST therapist enters multiple settings in which 
troubled and troubling youths live their lives, gets 
acquainted with multiple individuals and entities 
with whom the youths interact regularly, and works 
with those individuals and entities to shape changes 
in the youths’ environment that will support desir- 
able behavior and discourage undesirable behavior. 
Treatment is tailored and adapted to fit each indi- 
vidual case, but several core principles and proce- 
dures are intended to lend conceptual consistency 
to the interventions carried out. Some of the core 
elements of the MST intervention process are sum- 
marized in the In Brief box. 



Multisystemic Therapy: in brief* 

Designed for Seriously antisocial, 

delinquent youths, at 
high risk of out-of-home 
placement (e.g., in a cor- 
rections facility), often 
with prior arrests; ages 
12-18 

Highly variable; sessions 
are combined with 
various brief contacts 
(some by phone) and 
diverse environmental 
interventions; typical 
treatment duration is 
about 60 h (plus phone 
contact and collateral 
meetings) spanning 
4-5 months 

Highly variable; range is 
about 10 min to several 
hours, with mean >1 h 
Therapist with parents, 
with youth and parents, 
with youth and family, 
with family members 
and extra-family systems 
(e.g., teachers, neighbors) 
Emphasizes empirically- 
tested procedures that 
are mainly behavioral 
(operant), cognitive- 
behavioral, and prag- 
matic family therapies 

Treatment elements: 

1 . Therapist carries out assessment, to map 

(a) youth, family, and system strengths, and 

(b) the connection between the youth's 
identified problems and his or her social 
systems (family, school, neighborhood, peer 
group, etc.) 

2. Therapist together with parents, youth, and 
others in the social systems, designs inter- 
ventions to help the social systems support 
responsible youth behavior and discourage 
irresponsible behavior 



Number 
of sessions 



Session length 



Session 

participants 



Theoretical 

orientation 
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3. Therapist has sessions with family members, 
to coordinate implementation of the planned 
interventions, evaluate their progress, adjust 
them as needed 

4. Therapist has multiple weekly contacts with 
family, in person or by phone, and is available 
to family through cell phone/pager at all 
times, for consultation on problems, crises 

5. Weekly supervision with an MST expert, and 
on-call supervision available to therapist at all 
times, through cell phone/pager 

6 . Establish family connections to community 
support systems, and introduce other 
changes to support staying power and gen- 
eralization of treatment effects 

* In Brief section reprinted from JR Weisz (2004) 

Psychotherapy for children and adolescents: 

Evidence-based treatments and case examples. 

Cambridge University Press, Cambridge, UK. 



12.8 Treatment Results: 

Efficacy, Effectiveness, 
Issues for Attention 
in Future Research 



The treatments reviewed here are examples of a 
broader array of evidence-based interventions that 
have been developed for children and adolescents. 
Taken together, the literature on the full array of 
treatments reveals a number of strengths. Meta-ana- 
lytic reviews cited previously point to mean effects 
of tested treatments that (a) fall within the »medi- 
um« to »large« range (as per Cohen 1988), (b) are 
relatively specific to the problems and disorders tar- 
geted in treatment, not just general improvements in 
overall adjustment, and (c) show substantial holding 
power, at least over the 5-6 month periods charac- 
teristic of most follow-up assessments. Another 
strength is the creative array of treatment delivery 
models employed across the various interventions. 
The traditional weekly office visit model still pre- 
dominates in the research base, but alternative ap- 
proaches have also been developed. Some are geared 
to school breaks and summer camp programs, some 
employ parent group discussions guided by video- 
taped vignettes, others include treatment supple- 
ments in the form of posttherapy booster sessions, 
and at least one employs a peripatetic therapist in- 
tervening within multiple layers of the youth’s social 
environment. 

On the other hand, there are significant gaps in 
the evidence base, suggesting directions in which 



future research might be directed. First, for some 
problem areas in which risk is great and need for in- 
terventions is pronounced we have relatively little in 
the way of evidence-based, beneficial programs. An- 
orexia, substance abuse, and suicidal behavior, for 
example, need increased research attention, and 
we lack strong nonmedication interventions for 
ADHD in adolescence. The problem of limited cov- 
erage is even more pronounced if we consider co- 
variation and comorbidity. Most treatment research 
with children and teens has focused on single prob- 
lems or disorders. Extensive evidence (e.g., Angold 
et al. 1999) indicates that co-occurrence of disorders 
and problems is quite characteristic of the young- 
sters seen in everyday clinical care. Rates of comor- 
bidity, striking even in community samples, are 
markedly higher in clinical samples (Angold et al. 
1999). We need to understand the extent to which 
comorbidities of various kinds moderate the effects 
of treatments, and we may well need more treat- 
ments designed to encompass multiple problems 
and disorders. 

A second area in need of attention concerns the- 
oretical models of treatment. Meta-analyses that en- 
compass both children and adolescents (Kazdin et 
al. 1990; Weisz et al. 1987, 1995) have found a heavy 
emphasis on tests of behavioral and cognitive-be- 
havioral treatments, with nonbehavioral approaches 
(e.g., psychodynamic, client- centered, psychoanal- 
ytic, existential-humanistic) constituting 18-26% 
of the studies sampled. Yet, these nonbehavioral ap- 
proaches are actually much more representative of 
the treatment models used in most everyday clinical 
practice. It seems appropriate for researchers to 
broaden the array of models tested, working to in- 
clude more of the approaches service providers 
use and trust. 

A third concern is that many of our treatments 
are omnibus in style - packing a variety of proce- 
dures and training a variety of skills, but without 
a clear or coherent picture of which ones really mat- 
ter. Researchers have barely begun to dismantle 
most treatment packages to identify the specific 
components that are actually necessary for good 
outcomes. As a result, many of our treatments 
may be a rather poor fit to the current emphasis 
in real-world clinical care on session limits and 
maximum efficiency. Making treatment programs 
more streamlined and efficient could enhance their 
attractiveness to practitioners, render the proce- 
dures more teachable, increase treatment viability 
in the marketplace of clinical care, and thus perhaps 
reach more of the children who need their benefits. 
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A fourth topic for future research is treatment 
outcome moderation. For each treatment in the ar- 
mamentarium, we need to understand the range of 
youth clinical and demographic characteristics 
within which the treatments produce the greatest 
benefit and outside of which benefit diminishes. 
Even the best-supported programs are good for 
some conditions but not others, with benefit poten- 
tially constrained by comorbid conditions, age, SES, 
ethnicity, family configuration, or other clinical and 
demographic factors. Although many researchers 
have begun the process of testing for moderation 
of treatment effects, we remain poorly informed 
about the boundary conditions surrounding most 
of the evidence-based treatments. As an example, 
racial, ethnic, and cultural factors are embedded 
but unexamined in most of our treatment outcome 
research (Weisz 2004), and this makes it difficult 
to know how robust most treatment effects are 
across various population groups. At this early stage 
in youth treatment development research, it is un- 
derstandable that most tested treatments have not 
been designed to take into account broad variations 
in language, values, customs, child-rearing tradi- 
tions, beliefs and expectancies about child and par- 
ent behavior, and distinctive stressors and resources 
associated with different cultural traditions. But this 
theme certainly warrants attention in the next gen- 
eration of research. 

A fifth goal for the future is to expand our grasp 
of the change processes in treatment that account 
for observed outcomes. At present, we know much 
more about what outcomes our treatments produce 
than about what actually causes the outcomes (Kaz- 
din 2000). If we fail to identify core causal processes, 
we risk a proliferation of treatments administered 
rather superstitiously because studies show they 
work, but without an understanding of the change 
processes therapists actually need to set in motion 
to produce results. To understand how the treat- 
ments work, we need a generation of research test- 
ing hypothesized mediators of outcome, using pro- 
cedures outlined by several leaders in the field 
(e.g., Baron and Kenney 1986; Kraemer et al. 2002). 

A sixth area in need of attention is the therapeu- 
tic relationship. The current array of evidence-based 
treatments is strong in describing principles and 
procedures to apply in treatment, but weak in help- 
ing therapists build a warm, empathic relationship 
and a strong working alliance with children and 
families. This gap is striking in light of the wide- 
spread belief that the quality of the therapeutic rela- 
tionship or alliance is important to success in most 



treatment encounters. Indeed, many child therapists 
rate the therapeutic relationship as more important 
than the specific techniques used in treatment. What 
we lack thus far is a strong body of evidence (a) 
clearly defining what a positive therapeutic relation- 
ship is, (b) establishing how best to measure it, (c) 
identifying therapist characteristics and behaviors 
that foster it, and (c) testing the extent to which it 
actually predicts outcome when evidence -based 
treatments are used. 

A final topic for future research is the relation 
between evidence-based practices and everyday clin- 
ical care. Given the nature of the research conducted 
to date, we know a good deal about the efficacy of 
our EBTs, i.e., their effects under experimentally 
contrived conditions. However, we know little about 
their effectiveness, i.e., their effects in representative 
clinical practice conditions. This is a problem in its 
own right, but it also contributes to a number of 
other problems, including the very limited dissemi- 
nation the tested treatments have enjoyed to date. If 
we want these treatments to reach the youths and 
families who need them, we may need a body of evi- 
dence on how the treatments fare with precisely 
those youths and families in the clinical practice set- 
tings where they typically receive care. Moreover, if 
this evidence suggests that treatments that fare well 
in efficacy trials produce less impressive outcomes 
in everyday clinical practice, we may need models 
of treatment development and testing designed to 
bridge the gap between research and practice, e.g., 
the Deployment-Focused Model described by Weisz 
(2004), and we may need a generation of research 
built on such models. 
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13.1 Introduction 



Family therapy was initially defined as any psy- 
chotherapeutic endeavor that explicitly focused on 
altering the interactions between or among family 
members, and sought to improve the functioning 
of the family as a unit, or its subsystems, and/or 
the functioning of the individual members of the 
family (Gurman et al. 1986). With time, the working 
definition of »family« has changed substantially. 
Family therapy (or, more appropriately, systemic 
therapy) usually refers to the inclusion in treatment 
of people who have a significant relationship to the 
individual concerned, not necessarily bounded by 
biological, legal, or household designations. The 
»system« of treatment is now seen as including 
those who have a part in the concern about the 
problems and those who could provide resources 
and support for change, i.e., the system includes 
the therapy team. 

The boundaries between different therapeutic 
modalities are becoming increasingly blurred. Par- 
ent training programs, and cognitive behavior ther- 
apy for individual children that also involves parents 
as cotherapists, might also seem to fit the definitions 
above. What distinguishes therapists who may be 
observed to be acting in similar ways in the therapy 
session is their therapeutic intention in intervening, 
the theoretical rationale for the interventions they 
make. An observational and interview study of fam- 
ily therapists in the UK suggested eleven guiding 
principles that characterize systemic family thera- 
pists: a systems focus; seeing relationships in terms 
of connections and patterns; circularity; an empha- 
sis on strengths and solutions; meaning seen as re- 
lating to context; coconstructed practice; reflexivity; 
use of narrative; interest in language; attention to 
power; and constructivism (Pote et al. 2003). 
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Within this chapter, we will focus on therapies 
that draw on these systemic, cybernetic, narrative, 
constructivist, or constructionist theories. We will 
discuss the development of family therapy over time 
and the schools of family therapy most commonly 
practiced today, giving a brief account of the under- 
lying theory and the techniques most commonly as- 
sociated with each school. We will consider the 
question of assessment and the relative indications 
for family therapy alongside the evidence for the ef- 
fectiveness of family therapies. Family therapists 
have always been concerned with the imbalances 
of power in the therapeutic relationship and latterly 
have been at pains to make more transparent the 
therapeutic process and to empower clients to be 
as involved with the process of therapy as the thera- 
pist. We will therefore conclude with some discus- 
sion of child users’ views of therapy and how service 
users can be included in the development of family 
therapy services. 

13.2 The Early Development 

of Family Therapy, Different 
Schools of Family Therapy 
and the Techniques 
Associated with Them 



13.2.1 Development of Systemic 
Family Therapy 



Systemic family therapy traces its origins from the 
1950s and currently encompasses several models. 
There are numerous differences in the practice 
and use of theory and the definitions of different 
schools of systemic practice are varied. This section 
will review the development of the most prominent 
contemporary strands of family therapy, and briefly 
describe the theory and techniques associated with 
each. Early systems family therapy was not the off- 
spring of any individual person or theory but rather 
a product of several key players and significant 
meetings. In the UK some of the ground was laid 
by Bowlby’s work on mother-child attachment and 
his research on children separated from parents dur- 
ing the war (Bowlby 1961). RD Laing’s radical per- 
spective on schizophrenia and its creation by family 
and society (Laing and Esterson 1964), and later, Ro- 
bin Skynner’s application of psychodynamic ideas to 
families (Skynner 1976) were also influential. 

Developers of family therapy in the USA were 
typically psychoanalysts who had become disen- 



chanted with the limitations of a psychotherapy that 
excluded consideration of current relationships 
other than that between therapist and client (Acker- 
man 1958; Bowen 1966; Whitaker 1975). These ana- 
lysts saw pathology as a function of family dy- 
namics, and treatment as having to do with seeing 
the whole family rather than the individual and their 
internalized »family experiences«. They were fru- 
strated with the failure of classical psychoanalytic 
methods to reach difficult-to-treat patients, for ex- 
ample, people with schizophrenia and adolescents 
with behavioral problems, but at this point they 
lacked a common theoretical position. 

In the 1950s, a group was established in Palo 
Alto, later known as the Mental Research Institute, 
to investigate patterns of communication. They pro- 
duced numerous seminal papers (see for example 
Bateson et al. 1956; Weakland and Jackson 1958). 
The concept of homeostasis, originally suggested 
by Jackson, became a prominent explanation of fam- 
ily resistance to treatment (Jackson 1957). This in- 
terest in patterns of communication between people, 
initially dyads, led to the search for a theory that 
would account for interpersonal, rather than intra- 
psychic exchange and general systems therapy 
(von Bertalanffy 1969) became an important influ- 
ence. 

General systems theory purports that living or- 
ganisms can be seen as a group of elements in inter- 
action with one another, forming stability over time, 
with boundaries and subparts within itself and be- 
tween itself and the environment. The system has 
properties such as wholeness and nonsummativity 
(the whole is greater than the sum of its parts), feed- 
back incorporated to maintain the function of the 
system, and equifinality (the same end points can 
be reached by different stimuli (the organization 
of the system is more significant in determining re- 
actions). Bateson contributed an elaborate vocabu- 
lary to describe these patterns of interactions: com- 
plementarity and symmetry, for example. He later 
employed the theory of logical types (Whitehead 
and Russell 1910) to give a more detailed explana- 
tion of the confusion around »schizophrenic« com- 
munication. The double bind theory of schizophre- 
nia was developed which looked at paradox in com- 
munication (Bateson et al. 1956; Jackson 1957). In 
conjunction with Norbert Wiener, who was discuss- 
ing the new field of cybernetics, Bateson linked gen- 
eral systems theory and cybernetics, thus starting 
the mechanistic metaphor which would have such 
a major impact in the field for decades (Wiener 
1948). 
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Given the application of general systems therapy 
to families and the notion of family homeostasis, the 
question remained »what is the specific mechanism 
that kept families from changing?« Cybernetics 
seemed to provide a more specific metaphor for 
thinking of the internal processes that might be at 
work to maintain equilibrium. The principal con- 
ceptual leap was the recognition that a host of phys- 
ically different situations involving regulation of be- 
havior in mechanical, electrical, biological, and even 
social systems could be understood as manifesta- 
tions of one basic phenomena: the return of infor- 
mation to form a closed control loop. This return 
of information to form a closed control loop was 
»feedback«. 

13.2.2 Early Systemic Therapy 



From these disparate sources a consensus emerged 
of what was held in common for systemic therapists, 
the main points being as follows: the family is a sys- 
tem with boundaries/subsystems/and wider sys- 
tems; patterns of interaction connect the different 
parts of the system; these patterns are rule governed 
and recursive; a system contains processes for both 
change and stability; problems can be functional as 
a way to maintain the stability of the system; certain 
behavior patterns can be categorized as symmetrical 
or complementary; change can be minor or more 
significant in terms of levels of abstraction; and pat- 
terns at one level may be seen at a higher level (Carr 
2000 a). Problems, in this view, become social phe- 
nomena whose development, persistence and elimi- 
nation take place within the interactional arena (An- 
derson 1997). 

There was a split within the original members of 
the Mental Research Institute, ostensibly around ir- 
reconcilable ideas on the nature of power in human 
relationships. One group, led by Jay Haley, devel- 
oped an orientation that placed emphasis not on 
the homeostatic function of the problem in the man- 
agement of feedback loops, but rather on the sys- 
tem’s responses to difficulties and problems main- 
taining behavior. They developed the use of para- 
doxes into a pragmatic brief therapy, called strategic 
therapy. This was the precursor to what is now 
known as brief, solution-focused therapy, which will 
be described in a following section. 

In the same period, another psychoanalyst, Sal- 
vador Minuchin, was also breaking away from indi- 
vidual treatment. His client population comprised 
deprived inner city families with children with be- 



havioral difficulties and conduct disorder (Minu- 
chin et al. 1964, 1967). He developed the view that 
healthy families had clear interpersonal boundaries, 
drawing from organizational theory. Minuchin’s 
model became known as structural family therapy 
and has remained true to its early roots. This model 
will be discussed in greater detail in later sections. 

13.2.3 Second-Order Cybernetics 
and Constructivism 



Second-order family therapy was marked by the in- 
clusion of the concept of constructivism. Inherent in 
this body of thought is the notion that what is 
»known« in the external world is determined by 
our innate mental and sensory structures (Maturana 
and Varela 1984; Kelly 1955). This was a change 
from the former position that external reality was 
»knowable«. Systems were no longer »out there« 
to be observed in isolation, the mental constructions 
of the observer needed to be included. In terms of 
family therapy, this now meant that therapists were 
called upon to include their own personal or theoret- 
ical bias as part of the systemic formulation. 

13.2.4 Social Constructionism 



Another profoundly different way of considering 
»reality« came from the body of work known as so- 
cial constructionism. This suggests that reality is 
created through language in an ongoing interac- 
tional and relational process. Discourse about the 
world is not a reflection or map of the world but 
an artifact of communal interchanges (Gergen 
1985). Family therapists now became interested in 
an active process of meaning making, a greater vari- 
ation of possible realities and in the inherent as- 
sumptions in particular discourses and ideas that 
had been excluded. 



13.2.5 Contemporary Systemic 
Family Therapy Models 



The primary schools of family therapy are most ac- 
curately referenced by their major developers rather 
than by their theory or even techniques as they con- 
tinue to be redefined and do not always maintain 
clear distinctions. The major schools of systemic 
family therapy currently are as follows: Minuchin’s 
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Structural Therapy, Boscolo and Cecchin’s Post-Mi- 
lan Therapy, De Shazer’s Brief Solution Focused 
Therapy, White and Epston’s Narrative Therapy 
and Anderson, Goolishan and Andersen’s Post- 
modern Collaborative Approach. 



13.2.5.1 Minuchin's Structural Family 
Therapy 

Here the underpinning theory of change is that 
problems result from inappropriate family structure 
and organization (Minuchin et al. 1967; Minuchin 
1974, 1978). The symptom arises from a dysfunc- 
tional organization and will disappear when the 
family organization alters. The therapist is con- 
cerned with the boundaries between the parental 
subsystem, the child subsystem and the extended 
family and sees the family in terms of spatial rela- 
tionships, extremes being enmeshed or disengaged. 
There is a normative map of the family life cycle and 
the design for the best support of individuals within 
the family according to their developmental needs. 
The aim of therapy is to redesign the family to a 
form that is closer to the ideal. Probably the most 
characteristic feature of structural family therapy 
is the intentional use of commands, directions, 
and suggestions, as the therapist takes responsibility 
for the direction in which she or he is pushing the 
family (Camp 1973). The therapist attends to verbal 
and behavioral indications of the structure, for ex- 
ample, who speaks with authority, where people 
sit and the nature of small interactional sequences. 
The therapist develops a very active style, moving 
in and out of relationships with the family members. 
Interventions are also very active, a family may be 
directed to demonstrate the pattern of the difficulty 
or be instructed to talk directly to each other in the 
room instead of being side-tracked by a third per- 
son. 

Techniques associated with structural family 
therapy include: 

1. Joining (making connections and rapport with 
family members to get »into« the system) 

2. Accommodation (the therapist’s adjustment in 
order to maintain alliance) 

3. Life cycle stages (a key concept in therapist for- 
mulation in terms of family capacity to meet the 
developmental needs of individuals) 

4. Family mapping (the construction of genograms 
that indicate interactional patterns, alliances, 
and the quality of emotional connections) 



5. Creating a »workable« reality and reframing 
(changing description of problems or activity 
to make change more possible or to offer a dif- 
ferent explanation for phenomena in order to 
increase the possibility for change) 

6. Enactment (getting the family to demonstrate 
the problem pattern in the therapy room) 

7. Intensification (the therapist acts in a way to in- 
crease emotional reactions and encourage inter- 
actions, for example disagreements to continue 
beyond the point at which they would normally 
stop) 

8. Unbalancing (the therapist uses his/her power to 
side with a less powerful member to change 
homeostasis) 

9. Boundary making and restructuring (interven- 
ing to make distinctions between subsystems 
in the family, acting to alter the family dysfunc- 
tional structure) 

10. Task setting (the therapist sets specific tasks for 
the family to enact between sessions that build 
on one or more of the above techniques) 



13.2.5.2 Post-Milan Therapy 

Milan Therapy arose out of the Palo Alto-based 
work on systems theory and cybernetics. Four 
Italian therapists developed these concepts into a 
school of family therapy that was to be highly influ- 
ential for decades and continues to have a major im- 
pact in the field (Palazzoli et al. 1978). The original 
Milan version, referred to as their strategic phase, 
was based on the idea that the family system 
»needed« the problem to maintain its equilibrium. 
Their theory of change suggested that pathology 
was a result of hidden loyalties and family games, 
and if these were declared as understandable re- 
sponses to various pressures, then the family would 
be free to develop in a healthier way. The double 
bind theory and paradox played a key role in the 
thinking. A circular hypothesis was developed that 
linked family members’ positions to the presented 
problems and then the paradoxical (in the sense that 
psychotherapists are usually on the side of change) 
instruction was given to stay the same. The method 
was further outlined in a seminal paper by Palazzoli 
et al. (1980). 

Post-Milan therapy refers to the more contem- 
porary manifestation of the Milan Method. The stra- 
tegic emphasis was replaced by Bateson’s work on 
communication and learning, and the stance of 
working against resistance was replaced with an em- 
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phasis on curiosity about the relationships between 
beliefs and behaviors in the family (Cecchin 1987). 
Family difficulties were understood to arise not 
out of some systemic need for a problem but were 
more to do with a limitation in terms of alternatives, 
an unhelpful linking of explanations and/or behav- 
iors. The therapy was more about the process of 
posing questions that would facilitate different con- 
nections and the intervention became the questions 
themselves (Tomm 1987 a, b, 1988). Post-Milan ideas 
encompass second-order cybernetics: an incorpora- 
tion of the beliefs and behaviors of the therapist as 
part of the therapy system of family and therapist 
(Boscolo et al. 1987; Campbell and Draper 1985). 

Techniques associated with Milan therapy in- 
clude: 

1. Circular questions: aimed at looking at differ- 
ence and therefore a way of introducing new in- 
formation into the system. They are effective at 
illuminating the interconnectedness of the fam- 
ily subsystems and ideas and are based on the 
notion of feedback and building on the preced- 
ing answer or a connection to a hypothesis. Cir- 
cular questions may relate to comparison of 
time, beliefs, and behaviors. 

2. Neutrality: the position taken by the therapist to 
ensure that all points of view are attended to 
without bias. The therapist is trying not only 
to hear everyone’s views but also to establish 
their interest in different perspectives that may 
be held within the system. At this point unless 
serious concerns arise regarding safety/confi- 
dentiality the therapist should remain neutral 
to the difficulties and issues that the family are 
presenting and their views about them. 

3. Hypothesizing: the development of ideas about 
interactional patterns in relation to beliefs and 
behaviors of family members that are connected 
to the presenting problems. A systemic hypo- 
thesis is a more fully developed notion that in- 
cludes all members in the system and may be 
linked to the notion that the problem has served 
a function for the family, akin to a defense 
mechanism. 

4. Positive connotation: the therapist conveys the 
message that the family actually needs the prob- 
lem based on greater fears of what would happen 
if the problem were not there. 

5. End of session message: This includes the shar- 
ing of the circular hypothesis with the family 
and is structured in such a way that the protec- 
tive function of the problem is placed in a 
broader family context. 



6. Post-Milan practice placed emphasis on the 
therapeutic value of the questions themselves. 
Interventive interviewing is the practice of 
therapists asking questions with the intention 
of the questions having therapeutic impact. Ex- 
amples include: embedded suggestions ques- 
tions, questions that point to difference, ques- 
tions that recontextualize answers, questions 
that ask one person to comment on the relation- 
ship of two others, agreement/disagreement 
questions that contrast periods of time, explana- 
tions, responses, etc. Reflexive questions include 
the assumptions of the therapists, thus making 
those assumptions more explicit but less impos- 
ing, while asking the family member to reflect 
on its own patterns. 



13.2.5.3 Brief Solution-Focused Therapy 

Brief solution-focused therapy arose from work on 
cybernetic patterns of information. The focus was 
on problem-perpetuating behavior, rather than the 
underlying need for the problem in terms of main- 
taining homeostasis. Milton Erikson’s work on hyp- 
nosis and indirect methods of working with »resis- 
tance« played a key role in the development of the 
model (Haley 1973) as did the work of the MRI 
group (see for example Watzlawick et al. 1974; 
Weakland et al. 1974). The theory is that problems 
are maintained by the way difficulties are viewed 
and by the repetitive behavioral sequences sur- 
rounding attempts to solve them. Inherent is also 
the belief that clients already have solutions to their 
difficulties and that their own particular resources 
are most likely to bring results, if these can be 
brought to bear on the problem. The therapist is 
very goal orientated, seeking to track problem-per- 
petuating ideas or behavior and interrupting it. 
Methods employed might include a reframing of a 
client’s explanation, an instruction to do something 
else, or a paradoxical suggestion that prescribes the 
symptom, for example, telling the depressed client 
to have a »practice« depression session daily. 

A significant shift in the model arose with the 
change in emphasis from problem maintaining be- 
havior to the search for solutions. Steve de Shazer 
developed the notion that interventions need not 
be specific to each family, but that formula interven- 
tions can be used in any number of cases (de Shazer 
1985). For example, if a client presents with a phobic 
reaction in a particular location, suggest that the site 
of the reaction be moved, thus beginning the change 
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of pattern around the reaction and the embedded 
assumption about the lack of control of the symp- 
tom. The task for the therapist is to develop knowl- 
edge of the client’s strengths and solutions to other 
problems and then to set about the process of apply- 
ing these to the particular problem at hand. Social 
constructionism and the thinking of Wittgenstein 
have both influenced Brief Solution-Focused Thera- 
py. It has responded to these influences by placing 
emphasis on the part played by language in creating 
reality. Thus the therapy, in search of more solu- 
tions, will place emphasis on the therapist’s linguis- 
tic selections of the positive, and techniques to facil- 
itate the family’s ability to imagine and speak of a 
problem-free alternative. As clients talk more and 
more with the therapist about the solution they want 
to construct together, they come to believe in the 
truth or reality of what they are talking about. It 
is argued that this builds on the way that language 
works naturally (Berg and de Shazer 1993). 

Techniques associated with the Solution Focused 
Therapy include: 

1. Goal setting: the development of small and 
achievable aims for therapy 

2. The »miracle questions helps the clients to 
imagine life without problems 

3. Ranking questions: used to obtain numerical re- 
presentation of the severity of difficulties and to 
chart their reduction 

4. Determining factors that contribute to the re- 
duction of the problem 

5. Exceptions: the capacity to notice and accentu- 
ate the positives or exceptions to problems is 
seen as a major therapeutic skill 

6. Task development: clients are ask to carry out 
tasks related to noticing the circumstances 
around exceptions. 

13.2.5.4 White and Epston's Narrative 
Therapy 

The early systemic narrative model owes much to 
the work on learning of Gregory Bateson (1972). 
The major idea incorporated into narrative work 
is the importance of the process of comparison for 
learning, »the difference that makes the differences 
Australian Michael White noticed that people failed 
to be able to make comparisons between the prob- 
lem and other areas of their life in which the prob- 
lem was absent. He developed a technique, external- 
ization, which acted to separate the problem from 
the person, such that there could be distinctions be- 
tween times when the problem was an influence and 



those times when it was not. Circular questions de- 
rived from the Milan method were employed to con- 
sider the relationship of the problem to people and 
their identities and lives. The beginning of the dis- 
tinction of this model was by virtue of incorpora- 
tion of the work of Bruner (1986) who used a story 
metaphor to explain how people make sense of their 
lives and how these stories include and inevitably 
exclude various data. 

Latterly, narrative therapy has drawn more di- 
rectly on the French poststructuralists. Derrida’s 
(1976) concept of deconstruction and Foucault’s 
(1975) ideas about dominant and subjugated dis- 
courses are central notions. Moving from the impor- 
tance of narrative structure in meaning making for 
individuals, White has linked societal discourses to 
these individual narratives (White and Epston 
1990), such that people can be offered more choice 
about the ideas that they employ to define them- 
selves. The main ideas in this model include: indi- 
vidual identity is in the form of a personal narrative 
that includes different versions of the self; clients 
come to therapy with a »problem-saturated narra- 
tive« which has become internalized; and problem 
stories/identities are created, lived, and kept alive 
by their connection to important others. The thera- 
pist looks for »unique outcomes« and positive ex- 
ceptions to the problematic story, and amplifies 
change by use of letter writing, specific audiences 
(others who have successfully conquered the same 
issue) and personal enthusiasm. The problem re- 
cedes into relative insignificance as a more positive 
account of the individual emerges. 

Techniques associated with narrative therapy in- 
clude: 

1. Externalization: a linguistic construction that 
signifies that the person has a problem rather 
than is the problem, thus removing the problem 
description from the identity of the individual. 

2. Naming the problem whether it is about an ac- 
tion, emotional state, or interaction. 

3. Deconstruction: questions aimed to explore var- 
ious dimensions of the situation, reveal unstated 
cultural assumptions and what is not said. Helps 
to move the problem from an individual to a so- 
cietal level. 

4. Mapping the influence of the problem: therapist 
and client determine the degree to which the 
problem inhibits the possibility of more desir- 
able descriptions of self, relationships with 
others, etc. Provides information to both about 
desired outcomes. 
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5. Externalizing conversations: questions that 

place the problem in language of something 
other than the person identity, the problem is 
spoken about as something that interferes with 
a better life story. This conversation places cli- 
ent/family and therapist in a position to work 
together to defeat problem. 

6. Search for an alternative story: the therapist lis- 
tens for unique outcomes or sparkling moments 
where the problem story was not around, pick- 
ing up threads of a different character descrip- 
tion to build and amplify. »How« questions in- 
vite people to make sense or meaning about 
these times of protest against the problem. 

7. Unique Re-description Questions: invite people 
to make meaning of the significance/influence/ 
impact of the unique account. These questions 
focus on how people think and feel about their 
relationships in a new/different way from the de- 
scriptions of the past. 

8. Constructing a history of the preferred story: 
looking for a more positive self-definition and 
connecting it to traits and abilities that showed 
themselves in earlier development. Re-storying 
the client with abilities and events that were dis- 
covered to have existed all along in order to en- 
hance their strength in relation to problem story. 
This alternative story has always been there but 
has been oppressed by the problem story. 

9. Unique possibility questions (future develop- 
ments/the forthcoming chapters) invite people 
to speculate/wonder about the future relations 
that may be possible in the alternative story. 

10. Experience of experience questions (bringing in 
the co-author) invite people to re-experience 
themselves and their own story during the ses- 
sion by reflecting on the therapist’s experience. 



13.2.5.5 Anderson, Goolishan 

and Andersen's Post-modern 
Collaborative Approach 

Anderson and Goolishan (1988, 1992) define their 
practice as postmodern collaborative therapy. Social 
constructionism, as defined by Gergen (1991), has 
played a large part in the development of this model. 
The other important cornerstone is the philosophi- 
cal theory of hermeneutics, the science of interpre- 
tation and explanation. The main components of the 
model are that language rather than interactional 
pattern is seen as the system, difficulties are con- 
structed in the language system and can be »dis- 



solved« through language, and change occurs 
through development of new language. The thera- 
pist is the participant manager of the conversation, 
not »the expert« and takes a »not knowing« stance, 
asking questions to develop expanded or alternative 
understandings. The structure of therapy is less 
about beginning, middle, and end points, more 
about creating space for a specific kind of conversa- 
tion among participants. Advice or research evi- 
dence in relation to a particular problem might be 
offered as one of many potential new ideas. The 
therapist would appreciate that »information« might 
not fit with the client’s experience and be genuinely 
respectful and interested in different thoughts and 
reactions of the client. The therapist’s primary con- 
tribution to the process of change is in the construc- 
tion of a particular style of conversation. »Reflecting 
team conversations« are used; these are conversa- 
tions in which team members speak to one another 
in front of the family (Andersen 1987). The team ela- 
borates and embellishes themes from the session, 
introduce their own ideas that have emerged as they 
have been listening, and actively respond to the 
emergent meanings within the conversation. The 
family and therapist are then free to ignore, negate, 
or develop ideas in more detail. 

The collaborative therapist would be less in- 
clined to speak about techniques and would prefer 
to consider therapy as a philosophical activity and 
a particular way of being. However, there are ele- 
ments of practice that could be seen as techniques 
and these include: 

1. Taking a nonexpert stance involves moving away 
from the traditional hierarchical therapeutic re- 
lationship. Emphasis is placed on the client’s 
own knowledge and the therapist’s collaborative 
stance. 

2. Creating a context for dialogue: the therapist be- 
haves with a slow pace, patience, and a respect- 
ful approach to understanding of difference. 
There is a skill that is aimed at creating a partic- 
ular kind of conversation in which meanings are 
the problem and can unfold and evolve. 

3. Attending to conversational space: the therapist 
pays attention to the linguistic constructions of 
the client/family and considers the implications 
of what has been said and what has been left out. 

4. Questions are gently aimed at the expansion and 
uncovering of meanings for individuals in the 
system. 

5. Reflecting team discussion: although this tech- 
nique is used in narrative and other models, it 
originated with this model. Ideas developed in 
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the session by the clients are considered in con- 
versation by observing therapy team members, 
with some developments in the meanings or po- 
tential directions in aid of offering difference. 
The family and therapist are then free to ignore, 
negate, or develop the reflecting team’s ideas in 
more detail. 

13.2.5.6 Cognitive Behavioral Family 
Therapy 

This model was derived from behavioral parent 
training developed by Patterson (1971) and cogni- 
tive behavioral marital therapy by Stuart (1969). 
The model places emphasis on the identification 
of problematic interactional sequences and the cog- 
nitive schema that supports them. A behavioral 
analysis will determine the contingencies that sup- 
port the perpetuation of the problematic behavior. 
These sequences are mapped and the family mem- 
bers are taught to alter their behavior. Negative re- 
inforcements and assumptions are replaced with re- 
wards and alternative explanations. Epstein added 
more detail in terms of a cognitive approach in work 
with couples with five types of cognitions that are 
applicable to intimate relationships: assumptions 
about relationships, standards about how relation- 
ships should be, selective attention - systemic bias, 
attributions - inferences about the partner’s behav- 
ior, expectations - about future behavior in the part- 
ner (Epstein 1997). 

Techniques associated with cognitive behavioral 
family therapy include: 

1. Observation: watching the problem in action 

2. Identification of problematic interactions: map- 
ping the behavioral sequence 

3. Behavioral reward systems: developing specific 
rewards/reinforcers for particular behaviors 

4. Cognitive restructuring: reframing or develop- 
ing alternative explanations 

5. Contracting agreements: parties agree on conse- 
quences for behavior 

6. Problem solving skills: identification of smaller 
and more manageable components in issue 

7. Communication skills: defining the problem in a 
nonblaming way, empathetic listening, reformu- 
lating »I want« statements, generating solutions, 
deciding on a solution and implementation 

8. Task setting: agreement between therapist and 
client about activities between sessions. 



13.3 Assessment and Indications 
for Family Therapy 



13.3.1 Introduction 



Assessment and diagnosis have well-established tra- 
ditions in individual psychotherapy. Symptoms clus- 
ter in a particular way end to a diagnosis based on 
agreed operational definitions within the medical 
and psychological disciplines (DSM IV, etc.). L’ Abate 
(1994) makes the point that assessment, evaluation, 
and diagnosis are sometimes used interchangeably. 
He defines assessment as a formal process of inter- 
view and administration of objective and projective 
instruments. Evaluation includes the interviewer’s 
subjective judgment, based on knowledge, experi- 
ence, and biases. Usually, this includes the question 
of »treatability«. Will this particular family benefit 
from family therapy? Diagnosis means labeling, in 
the case of the family, using the characterization 
of the most salient qualities of the family. This 
rather tidy distinction is not reflected in most family 
therapy practice and some therapists would chal- 
lenge the notion of »objectivity« and the relevance 
of projective tools. Therefore, the terms assessment 
and evaluation will be used interchangeably, to re- 
flect the common usage in the field and including 
the elements of subjectivity and experience, etc. 

Mental health difficulties usually present to pro- 
fessionals as an individual phenomenon rather than 
a family or systemic one. The naming of the phe- 
nomena by the professional often has significant im- 
plications for the individual concerned and the 
treatment they receive. Family therapy often pro- 
ceeds from an »individual« diagnosis although in 
practice, most »assessments« for family therapy 
are based on a combination of less explicit variables: 
the skills and theoretical orientation of the clini- 
cians, the family’s enthusiasm for meeting as a 
group, and the institutional and cultural context. 
Although it sometimes happens, it is unusual for a 
therapist to find themselves telling a family that 
their worries are disproportionate to the problems 
and that they do not require treatment. The norm 
is that the therapist appreciates the logistical and 
emotional efforts involved in getting a family to at- 
tend assessment meetings and rather than look for 
factors that argue against treatment, the emphasis 
is on how to support it. The following part of this 
chapter will address the question of assessment, 
the past and current issues in relation to family ther- 
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apy and assessment, and provide a very basic guide 
to conducting an assessment interview. 

13.3.2 The Context of Assessment 



The degree to which the diagnosis and assessment is 
a prerequisite to treatment is highly dependent on 
the mental health context of the country. Family 
therapy as described above grew from work in the 
USA and Europe, and thus reflects a bias towards 
European and North American culture in its history, 
theories, research, and practices (Barratt et al. 1999; 
McDowell et al. 2003). This has led family therapists 
to consider the importance of culture, for both fam- 
ilies and the therapists working with them. Two ap- 
proaches have been prominent: the etic, suggesting 
that psychotherapy is generalizable across cultures 
(Ma 2000) and the emic, suggesting that psychother- 
apy needs to be culture specific (Tamura and Lau 
1992; Adeksou 2003). Rivett and Street (2003) advo- 
cate the concept of cultural competency as a means 
of resolving the etic and emic debate. A culturally 
competent therapist would have an understanding 
of the way their own culture influences the way they 
perceive things, and be open to learning specific, lo- 
cal knowledge from families. Several therapists de- 
scribe the successful combination of family therapy 
practices with local knowledge throughout the 
world (Ng 2003; Prabhu 2003; Varga 2003; Lavee 
2003; Haug 2003; Bakker and Snyders 1999; Ma 
2000). Family therapy training programs in the 
USA and Europe include multicultural course ele- 
ments, and these appear to have increasing promi- 
nence (McDowell et al. 2003; Guanapina 2003; Khan 
2003). 

Although family therapy is practiced in much of 
the world, it has differing levels of state legitimacy, 
being a licensed activity in, for example, the USA, 
UK, Australia, Italy, and Austria. In other countries 
such as India, Malaysia, France, and Ecuador, it is 
largely practiced as part of a wider service within, 
for example, child guidance, schools counseling, 
general psychotherapy and family support (Prabhu 
2003; Ng 2003; le Goff 2003; Haug 2003). In some 
countries family therapy is practiced largely in 
health settings, in Japan for eating disorders, school 
phobia, and behavioral problems (Tamura 2003); in 
Italy and the UK within child mental health settings 
(Rivett and Street 2003; Bertrando 2003). In Singa- 
pore it has emerged within social services and fits 
with government policy on strengthening families 
(Tan 2003). In Central and South America family 



therapy sits alongside family and community sup- 
port offered by religious groups and elders. The fo- 
cus may be on behavior such as juvenile delin- 
quency, drug use, and family violence (Bucher and 
da Costa 2003; Haug 2003). 

Training courses that include clinical supervi- 
sion are offered in the USA, Australia, and much 
of Europe; these are accredited by the Associations 
for Family Therapy in those sites. The European 
Family Therapy Association has published mini- 
mum criteria for approved training (Periera et al. 
2002). Asia has fewer training programs; formal 
training was set up in Singapore in the 1990s and 
there are programs in Japan that have a clinical 
supervision element. Tel Aviv University saw Israel’s 
first family therapy training program in 1984, sev- 
eral now exist in social work and psychology depart- 
ments throughout the country. In Ecuador, the first 
formalized training was in structural family therapy 
and lay people recruited to work with indigenous 
populations made up 30% of the trainees. Argentina 
has systemic institutes offering both undergraduate 
and graduate courses, as does South Africa (where 
many are developing multicultural programs; 
Marchetti et al. 1999). Thus family therapy training 
is at different stages in different parts of the world. 

Two contrasting examples of the way in which 
context influences assessment are provided by the 
UK and the USA. In the former, the National Health 
Service provides most mental health treatment. The 
General Practitioner (family physician) usually de- 
termines which specialist services are offered to 
the client. Whether the individual is referred for 
family therapy or individual treatment will be gov- 
erned by the particular specialist seen, the service 
availability, family preference, degree of concern, 
etc. Diagnosis and assessment has remained more 
flexible as funding is not linked specifically to diag- 
nosis. However, government is putting increasing 
pressure on services to demonstrate value for money 
and to use only interventions that are supported by 
evidence. In this context, for family therapy to be 
seen as a valid form of treatment in the future, it 
must enhance its evidence base. This argument 
moves the field closer to considerations of standar- 
dization of treatment and the establishment of base- 
lines of family functioning or recognized categoriza- 
tions of family pathology. 

In the USA, a very high percentage of treatment 
is funded by private insurance, which is dependent 
on an individual diagnosis. Families get treatment 
on the »back« of a named member, depending on 
the treatment inclinations of the initial service. 
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There currently exists a secondary diagnosis of par- 
ent-child difficulties, but nothing more specific 
about family dynamics. The lack of a »family diag- 
nose undermined the professional status and 
funding for family therapy in the private sector. 
Strong (1993) writes of family therapists in the 
USA having to straddle two languages, that of the 
medical/insurance profession and that of the family. 
Efforts have been made to include a diagnostic cat- 
egory that would reflect the notion that systems have 
disorders. The notion of a relational diagnosis was 
offered in the early 1990s and continues to be a lively 
issue (Kaslow 1993; Sholevar 2003). Karl Tomm 
(1991) has developed a diagnostic system based on 
pathological interactions (PIPS) which are con- 
structed by the client and therapists. Reciprocal be- 
haviors are named and are seen to reside »between« 
people rather than within individuals. 

According to Sholevar (2003), a diagnosis has 
three main purposes: a common language for the 
professionals involved; facilitation of understanding 
of etiology and prognosis; and an aid to selection of 
treatment approaches in conjunction with particular 
family presentations. He argues for the relational di- 
agnosis as shifting blame from the individual to the 
group but warns of several problems inherent in the 
concept. There are difficulties in defining bound- 
aries when working with groups; families are ever 
flexible in the redrawing of their boundaries and 
definitions of membership. There continues to be 
a lack of adequate evidence which connects the in- 
dividual diagnosis to family patterns or makes the 
case for a causal relationship. Finally, there is the 
problem of potential misuse of the diagnostic sys- 
tem in terms of the potential for it to be applied 
in a way that is not sensitive to cultural diversity 
(Cuellar 1996). The term »diagnosis« is based in 
the medical discourse, which creates a very lively de- 
bate amongst family therapists. This debate will be 
discussed in more detail in a subsequent section. 

13.3.3 Family Typologies 



Another significant approach to the work of describ- 
ing family functioning has come from the field of 
family research. People who worked with families 
began to consider whether the system could demon- 
strate salient characteristics consistent over time 
and whether there was a relationship between cer- 
tain family types and particular individual symp- 
toms. Although this might be construed as a family 
diagnosis, little of the work has been tied to an in- 



dividual pathology paradigm. Most of the work 
drew from structural family therapy and theories 
of group behavior. Four examples will be discussed 
in brief. 

The McMaster Model of family function de- 
scribes families with respect to six aspects of func- 
tioning: problem solving, communication, roles, af- 
fective responsiveness, affective involvement and be- 
havior control (Epstein 1978; Olson 1986). The Bea- 
vers/Timberlawn places families on two intersecting 
dimensions: the centripetal (family turning inward) 
and centrifugal (family turning outward) dimension 
and the health competence dimension. 

The work of David Reiss (1981, 1987) on Family 
Paradigm has focused on the family’s relationship to 
the outside world. It incorporates three dimensions: 
the capacity of the family to see patterns or coher- 
ence in a confusing situation, the family’s belief in 
facing difficulties in a cohesive and coordinated 
manner, and the capacity to change in response to 
new information. The Global Assessment of Rela- 
tional Functioning, currently under development, 
focuses on three areas of family functioning: prob- 
lem solving, family organization, and emotional cli- 
mate. It is designed to be used in conjunction with 
an intake meeting and does not require a sophisti- 
cated clinician to administer it. It is currently being 
field tested in the USA and Europe and has been in- 
cluded in the DSM-IV Appendix (Sholevar 2003). 

These typologies are still largely research tools 
and are not widely used in clinical practice. The fol- 
lowing is a description of some of the elements that 
are included in the early, assessment stages of a sys- 
temic interview(s). 

13.3.4 Conducting an Evaluation 
or Assessment 



Often there will have been some preliminary assess- 
ment of the individual child prior to referral for 
family therapy, but if this is not the case considera- 
tion must be given to whether this is necessary. The 
probability is that, to some degree, another profes- 
sional has discussed the idea of a family approach 
prior to the initial meeting. This assumption does 
not always hold true, so it is an important element 
to clarify in the first meeting. Some of the factors 
that inform the »starting position« of the assess- 
ment will be dependent on what has gone on before: 
the degree to which the referring professionals have 
discussed the referral to family therapy, the degree 
to which the family feels it has a choice and is inter- 
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ested in the idea of working as a family, and the de- 
gree of complexity and urgency around clinical is- 
sues. In Lambert’s (1992) meta-analysis of psycho- 
therapy outcome research, 40% of improvements 
in clients in psychotherapy are attributed to client 
and extra therapeutic factors (client characteristics, 
inner strengths, religious faith, goal directedness, 
personal agency and motivation, and things outside 
the control of the client, social support, etc.). For 
family therapy, the »client« is the constellation of 
people with whom the therapy takes place and the 
therapist should therefore facilitate a consideration 
of the resources available to support treatment. 

Assessments are often seen as containing three 
elements; engagement in the assessment process 
itself, development of a formulation, and finally, 
building a therapeutic alliance (Carr 2000 a). Some 
practices would include a clear and rigid distinction 
between the evaluation and treatment phase, while 
others would see the process in a more recursive 
way. The former position might have the benefit 
of making a contract for therapy more explicit 
and avoid the possibility that families are seduced 
into family therapy. The latter might place more em- 
phasis on attempts to build a therapeutic alliance in 
the initial session as part of addressing the question 
of treatability and motivation. This orientation 
would place more emphasis on the evaluation ex- 
perience being mutual, so that the family considers 
whether they want to participate in family therapy 
while the clinician is forming an idea about the suit- 
ability of family therapy. It would be important for 
the family to have an experience in the assessment 
process itself, which is closer to what would actually 
happen in treatment, so as to be able to make in- 
formed decisions about participation. 

Whether there are distinct dichotomies between 
evaluation and treatment or not, there are general 
topics of inquiry in initial meetings that are part 
of the development of an agreement for treatment. 
These ingredients include consideration of the fam- 
ily’s: 

1. Hopes and expectations of treatment 

2. Presenting problems 

3. Explanations held by family members for these 
difficulties 

4. Expressive style 

5. Capacity to become interested in the relational 
aspect of the problem 

6. Capacity to engage in treatment and potential 
for forming an alliance 

7. Response to the initial formulation(s) 



The assessment often includes questions about the 
family’s hopes and expectations of treatment and 
their history in relation to seeking help. Some fam- 
ilies want a better understanding of how the diffi- 
culties developed in the first place and are already 
interested in family work. Individual members 
may have different agendas for therapy. Families 
as a whole vary in their expectations of treatment, 
some expect the professionals to »fix« the individual 
with presenting problems and feel completely con- 
fused about the notion of meeting as a family. 
Others simply want advice or medication, as op- 
posed to therapy. Coercion by education or child 
protection services or other professionals making 
it a requirement as part of the package of obtaining 
individual treatment of the child may be a signifi- 
cant issue to address. None of these positions imme- 
diately negate a family approach, but the more prob- 
lematic ones do require skilled responses by the 
therapist to determine whether there might be some 
movement within the early interview(s) toward a 
more therapeutically amenable perspective on the 
part of the family. The »story« of the family’s pre- 
vious treatment history gives invaluable information 
to the therapist about their problem solving re- 
sponses and their actual experiences with other pro- 
fessionals. It is particularly important to listen to 
what has been helpful in the past as a way to inform 
future work. 

A very specific question from the brief solution 
focused model, referred to as the miracle question, 
asks clients to imagine what life would look like if 
the problem had disappeared. It is useful in helping 
clients formulate more specific treatment goals 
(O’Hanlon 1989; George 1990). Implied in the gener- 
al question about hopes for treatment are queries 
about the elements of fear and »resistance«. The 
model of therapy will, to a large degree, shape the 
extent to which these issues will be taken up directly 
or be left for more indirect consideration. Most cur- 
rent systemic models will place more emphasis on 
identification of the potential for positive change 
and note exceptions to the problem pattern. The 
constraints or ambivalence toward change may be 
explored but the therapist would be most interested 
in learning about the client’s preferences for the fu- 
ture. 

The assessment interviews include discussion of 
the presenting problems from different members in 
the family or may include the perspectives of other 
professionals or representatives from institutions, 
for example, schools and social services. Although 
theoretical models will affect the degree to which 
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therapists becomes engaged in a detailed account of 
the problems, it is important for the therapist to 
hear about the problems directly from the clients. 
Clients may be concerned about something other 
than that described in the initial referral. Clients cite 
feeling heard by the therapist as a key feature in suc- 
cessful treatment and this sense of being heard is 
most critical in the early work or assessment stage. 
The therapist will try to attend to every participant’s 
perspective, while also respecting the family struc- 
ture and the degree to which people wish to share 
their thoughts. Understanding the child’s perspec- 
tive in the family context is particularly important. 
Developmentally appropriate methods need to be 
employed to encourage full consideration of their 
point of view, whilst respecting their sense of timing 
and the constraints they might feel in the situation. 

In addition to the discussion of the problems, it 
is important to obtain information about the expla- 
nation held by family members for the difficulties 
encountered. Sometimes there is a shared view, 
more often this is a source of difference between 
members. The systemic therapist is interested in 
the different views and the impact of these differ- 
ences on the relationships. Family therapists may 
have quite a wide field of inquiry, including ex- 
tended family members, friends, or other significant 
people who are seen as relevant to the difficulties. 

Often, a genogram is constructed which maps at 
least three generations of family membership and 
the transmission of particular themes. The purpose 
of the genogram is to develop an historical view of 
the family as a system of relationships and patterns 
over time. Males are indicated by squares and fe- 
males as circles and there are drawing conventions 
that show marriages, divorces, births and deaths, 
and sibling relationships. Dates marking significant 
transitional events are included. There may be 
markers reflecting alliances and conflictual relation- 
ships and themes. These themes are usually based to 
some degree on the presenting problems. For exam- 
ple, if the presenting issue was behavioral problems 
and aggressiveness, possible ADHD, then there 
would be a particular interest in the accounts of be- 
havioral problems, school difficulties in other family 
members, and also in connected issues: anxiety, par- 
enting problems, aggressiveness, and »medicaliza- 
tion« in other parts of the family system. The geno- 
gram should not be used in a static manner, with the 
therapist rigidly sticking to preconceived interview 
questions. The information that is offered sponta- 
neously by the family is seen as valuable and what 
may appear to be tangential may place the present- 



ing problems in a context that the therapist has not 
previously considered. The construction of a geno- 
gram is often used as a method of engaging younger 
children in the family interview, as they often enjoy 
drawing the boxes and circles and naming the peo- 
ple they represent. 

The family’s expressive style will often be a sig- 
nificant aspect of the assessment process. Therapists 
will pay attention to the overall affective component 
and to the differential communication between indi- 
viduals. The degree of frustration, antagonism, 
hopelessness and withdrawal will be considered, 
along with more positive attributes, attachment, 
positive regard, and resilience. Some therapists will 
take a position of nonintervention in order to let 
patterns emerge without influencing them. The 
child may be left to run around the room and climb 
on the furniture to observe the manner and thresh- 
old for the institution of parental boundaries. Other 
therapists will place a greater weight on the engage- 
ment aspect of the assessment process, and actively 
intervene or structure the session to assure the fam- 
ily that the therapy room is a safe place and that 
their interactions will be contained. The therapist 
notes the child’s activity and offers a puzzle or to 
take a short break. The therapist will inevitably be 
forming an idea of the degree to which he/she will 
need to actively structure the session, and the dura- 
tion and frequency of meetings. Families that pre- 
sent as highly chaotic and emotionally reactive 
may benefit from a higher degree of therapist con- 
tainment and structure (Weitzman 1985). 

A significant element of the assessment process 
involves questions that are derived from the rela- 
tional aspect of the systemic model. The particular 
construction of these questions will depend on the 
family therapy model. The family’s capacity to en- 
gage with questions that open up the possibility that 
the presenting difficulties of an individual child 
have some connection to their interactions, beliefs, 
and feelings with each other will also be a central 
issue in considering a family approach. Although 
it is not expected that family members will have a 
bird’s eye view of their familial interactional pattern, 
it is hoped that they show at least a minimal degree 
of curiosity about their mutual influence. The sys- 
temic therapist will hope that family members, 
through the initial interviews, will see each other 
as resources in the treatment rather than subjects 
of blame or criticism. 

The greatest challenge to the family therapist is 
when a family presents with a rigid and all-inclusive 
negative account of the child’s character that fails to 
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shift in its potency despite the therapist’s efforts to 
draw out any evidence of a more positive view. This 
task is quite demanding for the therapist. If he/she 
asks questions that invite positive remarks about the 
child prematurely, before the parents feel that their 
frustration has been heard, the potential for a ther- 
apeutic alliance is greatly diminished. The therapist 
will also be concerned to develop a relationship with 
the child or young person and create a therapeutic 
environment that derails the »scapegoating« and 
negative interactions. This is a delicate balance to 
be achieved in the assessment period. 

Part of the assessment is developing an idea of 
who needs to participate in family therapy in order 
for change to occur. Family therapy has moved on 
from requiring all household members to attend 
every session. The treatment group may be orga- 
nized around those who have seemed most involved 
in the concern: the »problem« determined systems, 
rather than the system creating the problem (Ander- 
son and Goolishan 1988; Anderson 1997). The child 
may be asked to invite particular friends, relatives or 
a school counselor to the sessions who may be seen 
as providing support for change. Therapists may in- 
clude important absent members metaphorically, by 
use of an empty chair, asking people what the absent 
person would think or say if they were there or by 
writing a summary of the session in a letter to them. 
Family therapists will also think about risk factors 
related to meeting as a family. In some situations, 
meeting as a group may be contraindicated as it 
might actually increase the potential of domestic 
violence or harm to a child or adult individual. 
Meetings with a high degree of threat or emotionally 
abusive material may be stopped or reconfigured 
into separate meetings with family members. 

The therapeutic alliance has three components: 
consensus between the therapist and client on the 
goals of therapy; an agreement and collaboration 
on the relevance and implementation of various 
therapy tasks (how the therapy is conducted, in- 
cluding such things as the frequency of meetings, 
topics of conversation, interview procedures, and 
specific techniques), and a strong, positive affective 
bond between therapist and client (Bordin 1982). If 
the assessment process has given the clients a fair 
preview of the general conduct of therapy and the 
differences between the client and therapists in the 
elements listed above have been explored and 
worked through, then treatment is more likely to 
be effective. 

An initial formulation is generated over a brief 
period, usually one to three sessions. This formula- 



tion includes both notions about the etiology and 
ideas about the family’s suitability for treatment. 
The task of the formulation is to create an explana- 
tion that both fits with the family’s experience and 
also offers additional clarity, coherence, and enough 
difference to add to the family’s original explana- 
tions. Increasingly, formulations include explicit at- 
tention to the strengths and resources found within 
the material generated as part of the history taking 
and assessment interviews (Walsh 1995; Allison 
2003). This is fed back to the family and a decision 
about engaging in treatment is made. The formula- 
tion may be presented directly to the family or may 
come in the form of the reflecting team discussion 
(Anderson 1995). 



13.3.5 Post-modern Assessment 



As described in a previous part of this chapter, fam- 
ily therapy has been influenced to a large degree by 
two theories, constructivism and social construc- 
tionism. It is important to consider how these ideas 
relate to the concept of assessment. From a con- 
structivist frame of reference, the assessment pro- 
cess is heavily influenced by the internal schema 
or constructs of the observer. What is »seen« and 
»understood« in the process depends to a large de- 
gree on the internal framework of the person doing 
the interviewing. These filters will include a large 
range of elements, from personal, gender, life ex- 
periences, and institutional and professional as- 
sumptions. The range of models in the field of fam- 
ily therapy will also play a large part in the assess- 
ment outcome (Carlson 1997). The structural thera- 
pist would be most »at home« with the notion of an 
assessment and formulation in which pathological 
patterns were described by the therapist. For exam- 
ple, the structural family therapist (Minuchin 1981) 
will be looking for the degree of closeness or dis- 
tance between family members (enmeshment/disen- 
gagement on either end of the spectrum), inap- 
propriate generational boundaries (father/son alli- 
ances against mother), and unhelpful patterns of 
dealing with conflict (triangulation). They may as- 
sign tasks for the family in order to determine the 
degree of commitment and motivation, and attend 
to the family’s emotional reactivity by actively inten- 
sifying or reducing the tension in the session. 

Brief solution-focused therapists dismiss the 
traditional notion of delving deeply to discover 
the hidden causes for family pathology. They place 
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an emphasis on solution building, believing it is 
more important to understand what the clients 
deem to be the criteria for successful completion 
of therapy. When have the family been able to cir- 
cumvent problems in ways that have surprised 
them? Brief solution-focused therapists would hap- 
pily engage with the notion of assessment in terms 
of working with very specific and attainable goals 
for therapy (de Shazer 1985; Klar 1999). They would 
attend to the degree to which this goal setting 
seemed possible in the initial stage of therapy and 
perhaps aim for a small degree of change. The other 
element in which they would fit happily with the 
more traditional approach to assessment is that of 
noting the issue of motivation for treatment. They 
are distinct in the field by virtue of naming the level 
of motivation in terms of whether a client is a visi- 
tor, complainant, or customer. The visitor is there by 
virtue of pressure from an external source, the com- 
plainant has a problem but it resides in someone 
else, and the customer is presenting an investment 
in personal change. They tailor their therapeutic re- 
sponses to the position of the client. One family 
member may be a customer and receive therapist 
questions related to change while another may be 
more of a visitor, who would receive appreciative re- 
sponses about his/her support from the therapist. 

The original Milan group placed a great deal of 
emphasis on the development of systemic hypo- 
theses about the nature of the family interaction 
and the perpetuation of problems. Latterly, the 
Post-Milan orientation leads its practitioners to 
think carefully about the fit or misfit between beliefs 
held by individuals and their consequent actions. 
Therapists are not really interested in the develop- 
ment of a formulation or »professional« diagnosis 
but focus on asking circular questions designed to 
help the family generate more useful ways of think- 
ing about difficulties (Campbell 1989; Jones 1993). 
For example, the therapist may ask the father about 
his idea that, for example, ADHD is the problem and 
consider how this idea affects his response to his 
son’s oppositional behavior. The father may elabo- 
rate by saying that it is a medical condition and that 
the doctors should medicate him. When asked, the 
mother says that her son’s oppositional behavior is 
a result of the highly distant father and that they ar- 
gue about this issue. The son says that he gets into 
trouble because of being fed up with his sister being 
so good and clever at school. The Post-Milan thera- 
pist would consider the family members’ capacity to 
open up their own thinking and to genuinely consid- 
er the position of the other family members. 



The Narrative therapist would listen for the cli- 
ent’s problem- saturated story and develop an under- 
standing of the client’s preferred way of being in re- 
lation to this story. What would the family call the 
difficulties that have come into their life, what would 
the child call this thing that people were concerned 
about and to what degree is it a concern of his? The 
child might name this thing the »rumble« in his 
head that gets him angry and distracts him. The in- 
fluence of this story would be mapped in terms of 
how it affects the sense of self, significant relation- 
ships, and aspirations for life. The »rumble« makes 
him feel stupid, causes him to fight and be disobe- 
dient. Further exploration would take place in terms 
of the various elements that sustain the problem and 
negate other positive attributes and alternative de- 
scriptions of the individual. Narrative therapists 
are highly attuned to the power of the mental health 
professional to promote a pathological description 
of an individual, therefore they would be disinclined 
to participate in a traditional diagnostic process, 
although they would consider the diagnosis as an- 
other story to be understood (White 1990; Madigan 
1998). The label of ADHD would be considered in 
terms of the influences it had on the child’s identity, 
relationship with school, etc. 

The very notion of assessment and diagnosis has 
come under intense criticism from followers of 
more contemporary models of family therapy (nar- 
rative and collaborative models). Diagnosis has 
been situated in the modern discourse of scientific 
certainty and expertise, a position that was chal- 
lenged by the inclusion of postmodern thinking in 
current practice. It has been referred to as »psy- 
chiatric hate speech« (Gergen 1996). From a social 
constructionist frame, diagnostic labels are not seen 
to reflect a reality but rather to create one and are 
more an expression of the culture that creates dis- 
tinctions between people in terms of pathology 
and deviancy (Gaines 1992). This theory places em- 
phasis on the constitutive nature of conversation 
and language. The nature of »languaging« together 
is what contributes to the present construction of 
the self, and is always »in process«. Therefore, an 
initial assessment interview will be informing all 
participants in the interview (including the thera- 
pist) of the »selves« that will be experienced and 
created together in that context. The meanings asso- 
ciated with assessment and treatment will be more 
relevant. The therapist brings an expertise, but 
one that is introduced »lightly«. The therapist may 
have notions about families who present in similar 
ways and information derived from their training, 
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research, and past experience but these are not cer- 
tainties or prescriptions. The uniqueness of each en- 
counter is emphasized rather than the capacity to 
categorize and standardize. 

13.3.6 Conclusion 



The concept of assessment in systemic family thera- 
py is best seen as a work in progress. While there are 
many indications for the effectiveness of family 
therapy in conjunction with specific presenting 
problems, the research base is still in its early days. 
The major indicator of successful treatment other 
than factors that reside in the clients themselves is 
that of the therapeutic alliance (Lambert 1992). 
While there is a significant gap between the work 
of family diagnosis or typology and clinical use, it 
seems most helpful to consider the assessment 
approach that is most likely to attend to alliance 
building. 

13.4 The Effectiveness of Family 
Therapy Approaches 



13.4.1 Introduction 



Traditionally, although with some notable excep- 
tions, family therapy practitioners have not favored 
quantitative research techniques. More recently, de- 
spite theoretical models that dispute the notion of 
an objective, measurable reality, a number of well- 
designed controlled trials have been reported. Fam- 
ily therapy outcome research is complicated by the 
inclusion of more than one person in therapy. As 
suggested in the section on assessment, the develop- 
ment of generally agreed methods of measuring 
family interaction is still in its infancy. The mea- 
surement of individual outcomes is complicated by 
difficulties in agreeing whose outcome should be 
measured (the identified patient, other family mem- 
bers, or patterns of family interaction) and whose 
perspective on outcome should be privileged. It is 
recognized that agreement between parents for rat- 
ings of behavior in their children is not always good 
(Achenbach 1995; Bird et al. 1992). In this section we 
will describe two domains of evidence about out- 
come: controlled trials of interventions, and user 
perspectives on family therapy. 



13.4.2 Outcome Trials 

of Family Therapy 



Meta-analyses of family therapy (Hazelrigg et al. 
1987; Markus et al. 1990; Shadish et al. 1993) and de- 
scriptive but systematic reviews (Estrada and Pinsof 
1995; Carr 2000 b; Cottrell and Boston 2002) consis- 
tently report positive effects for family therapy. 
However, these reports are tempered by the usual 
methodological problems found in much of the out- 
come research literature in children and young peo- 
ple. Thus, there are concerns about the size and age 
range of samples, generalizability from nonrepre- 
sentative samples, inadequate descriptions of inter- 
ventions and lack of measures of treatment integrity, 
problems with measurement of outcome, and lack of 
follow-up. Nevertheless, there is sufficient evidence 
from well-conducted studies to suggest that family 
therapy may be the treatment of choice in conduct 
disorders in older children, substance misuse, and 
in eating disorders. It may also have something to 
offer in depression and for children with physical ill- 
ness. 



13.4.2.1 Conduct Disorders, Delinquency 
and Substance Misuse 

Two research programs have demonstrated the ef- 
fectiveness of family therapy-based interventions 
for teenagers with conduct problems and delin- 
quency. Functional family therapy has been shown 
to be effective in controlled trials (not always ran- 
domized) at reducing offending behavior (Alexan- 
der and Parsons 1973; Parsons and Alexander 
1973; Barton et al. 1985; Gordon et al. 1995). Func- 
tional family therapy sees problems as having a 
function for the family. It includes elements of be- 
havioral management such as positive reinforce- 
ment and contingency management, but focuses 
on improving communication and changing mal- 
adaptive, repetitive patterns family interaction 
(Alexander and Parsons 1982). Multisystemic treat- 
ment (MST; Henggeler and Borduin 1990) delivers 
an intensive, tailor-made package of interventions 
designed to reduce an adolescent’s offending behav- 
ior. MST is systemic in the broadest sense as it at- 
tends to the family’s relationships with local educa- 
tion and welfare services, but also includes formal 
family therapy interventions drawn from the struc- 
tural and strategic schools of therapy alongside 
other psychological interventions for family mem- 
bers. A number of randomized, controlled trials of 
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MST have demonstrated significant reductions in 
behavior problems and offending behaviors that 
have been maintained at 30-month follow-up. Eco- 
nomic analyses suggest that despite its intensity, 
MST is not more expensive than treatment as usual 
control groups (Borduin 1999). 

In addition, structural family therapy has been 
shown in one randomized, controlled trial of con- 
duct problems in 6- to 12-year-old boys to produce 
equivalent change to individual therapy and signifi- 
cantly greater improvement than in a no-treatment 
control group (Szapocznik et al. 1989). Improve- 
ments in child function were maintained at 12- 
month follow-up when family functioning had dete- 
riorated in the individual treatment group but im- 
proved in the group that had received family therapy. 

A systematic review of random allocation trials 
for substance abuse has concluded that family-cou- 
ples therapy is superior to individual counseling- 
therapy, peer group therapy, and to family psycho- 
education for both adults and adolescents (Stanton 
and Shadish 1997). Reported drop-out rates were 
also lower for those in receipt of family therapy in- 
terventions, a finding supported in a study specifi- 
cally designed to evaluate the effectiveness of family 
therapy in engaging families of substance abusers in 
therapy (Szapocznik et al. 1988). Multisystemic ther- 
apy (described above) has also been shown to be ef- 
fective in reducing substance misuse (Borduin 1999). 



13.4.2.2 Eating Disorders 

There is good evidence to support the use of family 
therapy for the treatment of anorexia nervosa in 
younger people. Family therapy was found to be 
more effective than individual therapy for non- 
chronic patients with onset before the age of 19 
years in a randomized, controlled trial of indivi- 
duals with anorexia nervosa (Russell et al. 1987). 
Improvements were maintained at 5 -year follow-up 
(Eisler et al. 1997). Out-patient family therapy was 
also found to be as effective as in-patient treatment 
or out-patient individual therapy and more effective 
than no treatment in a separate random allocation 
trial with patients with anorexia nervosa (Crisp et 
al. 1991). Improvements in this evaluation were 
maintained at 2 -year follow-up (Gowers et al. 
1994). Robin et al. (1994, 1999) have also compared 
a family therapy with an individual therapy in a ran- 
dom allocation trial for anorexia nervosa. Although 
both groups made equal improvement on some 
measures (including family functioning), the family 



therapy group made greater weight gains and had 
higher rates of resumption of menstruation post- 
treatment and at 1-year follow-up. All of these stud- 
ies used different forms of family therapy but had in 
common structural techniques that attended to 
boundaries and alliances, especially cross-genera- 
tional alliances, problem solving strategies, and 
communication patterns. 



13.4.2.3 Other Presenting Problems 

There are three unrelated studies that investigate the 
use of family therapies in depression and/or be- 
reavement. Family therapy was included as one of 
the treatment options in a random allocation trial 
of cognitive behavioral therapy, family therapy, 
and nondirective supportive therapy for adolescents 
with depression (Brent et al. 1997; Birmaher et al. 
2000). The family therapy intervention was another 
structurally based model and the main finding was 
that although cognitive behavioral therapy was more 
effective in reducing depression at the end of treat- 
ment, at 2-year follow-up there were no differential 
effects of the three treatments. However, further 
analysis of the results has indicated the possibility 
that family therapy may be more effective in the 
presence of maternal depression or where the 
mother was more controlling (Brent et al. 1998). 
At 2-year follow-up, family therapy may also have 
produced some positive differential effects on family 
functioning (Kolko et al. 2000). Harrington et al. 
(1998) used a random allocation model to evaluate 
the effectiveness of a brief (four sessions), struc- 
tured, home-based family intervention for young 
people who had deliberately self-poisoned. There 
were no significant differences in primary outcome 
measures of suicidal ideation and hopelessness, but 
compliance with family treatment was better than 
for routine care and parents were significantly more 
satisfied with treatment at 2-months follow-up. An 
interesting incidental finding was that at 6 -month 
follow-up the control group had made significantly 
more use of foster care and residential care. Black 
and Urbanowicz (1987) randomly allocated be- 
reaved families to either family-based guided 
mourning or no treatment. There was a trend for 
better outcomes at 1-year follow-up for the family 
therapy but few differences at 2-year follow-up. 

There have been a number of random allocation 
trials evaluating family therapy for children with 
chronic physical illness - often the outcomes inves- 
tigated have related to the physical symptoms not to 
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family functioning or the psychological status of the 
child. Thus family therapy has been shown to signif- 
icantly improve lung function in children with se- 
vere asthma when compared with routine pediatric 
care in two random allocation trials, albeit both with 
small numbers (Lask and Matthew 1979; Gustaffson 
et al. 1986). Evaluation of family therapy interven- 
tions in diabetes show promise but results are in- 
conclusive as yet (Ryden et al. 1994; Wysocki et al. 
2000 ). 

13.4.3 Service-User Perspectives 
on Family Therapy 



Several studies could be described as service-user 
satisfaction surveys using questionnaires sent to 
families (Frude and Dowling 1980; Bowen 2000; 
Fee and Hendra 2000; Seligman 2002). Some satis- 
faction studies begin to address specific areas, for 
example, reflecting teams (Baldwin and Jones 

2000) . These indicate a general level of satisfaction 
with family therapy although the questions asked 
were conceived by the services rather than in con- 
junction with service-users. It is acknowledged that 
service-user satisfaction and outcome share a com- 
plex relationship (Woodward et al. 1978; Reimers 

2001 ) . 

Some qualitative research studies of service-user 
experience have attempted to address the potential 
differences between carers and children by focusing 
specifically on children’s views (McNab et al. 2000; 
Stith 1996; Strickland- Clark 2000; Lobatto 2002). 
These small studies found that children had differ- 
ent views about aspects of the process of therapy, 
for example, whereas some preferred activities to 
talking as part of the therapeutic process (McNab 
et al. 2000; Stith 1996), some used activities as a 
way of taking time out of the process (Lobatto 
2002). Some children found exploration of the tech- 
nical aspects of family therapy helpful (Stith 1996; 
McNab et al. 2000). 

Children generally expressed a wish to be in- 
cluded though not to be the sole focus of attention. 
They wanted to be involved in generating solutions 
and not to be blamed. Time and a greater under- 
standing of the purpose of therapy increased their 
willingness to be involved, but even younger chil- 
dren seemed to understand the purpose of therapy 
and found talking about problems helpful (Stith 
1996). In a study of younger children (aged 8-12 
years) interviewed in the presence of their parents, 
children reported difficulties in knowing how or 



when to move in and out of the therapeutic circle 
and uncertainty about the rules of therapy. The 
use of toys and play materials were highlighted as 
important in helping children to feel secure within 
the therapeutic setting (Lobatto 2002). 

13.4.4 Conclusions 



Despite some impressive evidence to support the ef- 
fectiveness of family therapies for some conditions, 
there is still a marked lack of formal evaluation of 
family therapy interventions. Current approaches 
to family therapy could be seen as relying too heav- 
ily on language and verbal communication and 
therefore potentially excluding children. However, 
studies of children’s perceptions of therapy suggest 
that it is possible to include even quite young chil- 
dren in the therapeutic process and that they want 
to be included. Children were also aware of the po- 
tential negative consequences of talking about fam- 
ily life in front of their carers. 

It is striking that all of the family therapies eval- 
uated tend to be of older structural/behavioral type 
therapies and that there have been no formal evalua- 
tions of the postmodern therapies that are found 
most commonly in clinics today. The evidence also 
suggests that family therapies may reduce drop-out 
and increase engagement of families in the thera- 
peutic process. This is perhaps already being recog- 
nized with the blurring of boundaries and sharing of 
techniques between different therapeutic modali- 
ties. Therapeutic interventions for children have to 
take into account the child’s developmental level 
and position within the family and cannot be deliv- 
ered in isolation. Practitioners intending to deliver 
cognitive behavioral or individual psychodynamic 
interventions often make use of family therapy tech- 
niques to engage families in therapy and ensure the 
ongoing support of families for the therapeutic pro- 
cess. There is also a suggestion that family therapy 
interventions may have a beneficial impact that is 
maintained and might even increase with time. 
The lack of studies that follow-up participants after 
cessation of treatment has made it hard to draw con- 
clusions about this and more research is needed. 

13.5 Service-User Involvement 
in Family Therapy 

Service-user involvement refers to the active partici- 
pation of children, young people and their carers 
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Higher authority to take decisions Support for independent community initiatives 

* ^ Acting together in partnerships 

Deciding together 
Consultation 

▼ 

Lower authority to take decisions Information given 

D Fig. 13.1. Ladder of empowerment (Willcox 1995) 



(and sometimes potential service-users and the 
public) in the planning, development, and delivery 
of health services. 1 For family therapy, it tends not 
to refer to the process of therapy with individual 
families, rather to the broad range of activities out- 
side of this that aim to increase the involvement of 
these groups. This is a complex area for all children’s 
mental health services since there are three potential 
groups of service users to consider: parents and 
carers (and the gender implications thereof), young 
people, and children. Their needs and wishes may 
differ and, at times, be opposed. 

One framework for conceptualizing these activ- 
ities is the ladder of empowerment (Arnstein 1969; 
Willcox 1995; Hart 1997). Different rungs of the lad- 
der offer service-users different levels of power in 
decision-making processes. The original model sug- 
gested all services should aspire to having service- 
users involved at the highest levels of decision-mak- 
ing (Arnstein 1969). Current thinking would suggest 
that the level of participation should be appropriate 
to the task, for example, a service might consult ser- 
vice-users about preferred appointment times if it 
was considering starting an evening clinic but not 
if appointment times were rigidly fixed (□ Fig. 1 3.1 ). 

Most of the examples of family therapy offering 
high authority to service-users are to be found in 
community-based approaches by workers some- 
times referred to as Community Family Therapists 
(Doherty 2003). In these approaches family thera- 
pists are actively engaged in communities and are 
participating in projects to develop sustainable 
communities. Much of this work takes place outside 
of clinic settings and is longstanding in duration. 
Members of the communities are encouraged to take 
leadership positions. Whilst ideas from family ther- 
apy are used, it is in the context of community de- 
velopment and often explicitly includes aspects of 



1 Sometimes also called patient participation or consumer in- 
volvement. 



social justice (Waldegrave and Tamasese 1993; Ken- 
nedy 1994). Public services having service-users in 
paid positions where they are able to influence deci- 
sion-making would offer this level of authority. 
Searches have not revealed examples of this in fam- 
ily therapy literature, nor of family therapists and 
service-users forming equal partnerships from 
which to plan, develop, and deliver services. 

Policy on healthcare is increasingly including 
the preference for service-users to participate in de- 
cision-making (Council of Europe 2000; Department 
of Health 2001). Suggested methods for this include 
service-user and public members of advisory 
boards, service-user fora, and workshops or semi- 
nars. These methods constitute examples of deciding 
together within the ladder of empowerment frame- 
work. None of the national associations for family 
therapy appear to have included service-users in this 
way although some licensing boards in the USA have 
lay members. One creative example of bringing to- 
gether a group of young people using family therapy 
services in the UK seemed to begin as an informa- 
tion-sharing exercise (McNab et al. 2000). It then 
clearly developed into a forum for sharing ideas be- 
tween the young people and the group facilitators, 
with the young people involved in role-playing ther- 
apy sessions, quizzes, and games. These activities 
enabled young people to become comfortable in giv- 
ing feedback about their experiences. 

It is in the area of consultation with service- 
users that most of the examples of service-user in- 
volvement in family therapy are to be found. The 
service-user experiences described in the previous 
section are examples of consultation with service- 
users, although they are presented as research rather 
than explicit attempts to consult with service-users 
about specific issues. None of them include any de- 
tail of feedback to the service-users taking part in 
the studies (an integral aspect of service-user in- 
volvement processes). In the UK, Reimers and Trea- 
cher (1995) have worked on integrating their find- 
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ings from research on families’ experience of thera- 
py into their practice. They have also been guided in 
their focus by information given by families in pre- 
vious research/practice cycles. 

The first rung of the ladder of empowerment re- 
lates to giving information about services. Many 
family therapy services produce literature for ser- 
vice-users. Some services use information designed 
by young service-users themselves, for example, 
leaflets, videos, and posters. Reimers and Treacher 
(1995) found that families preferred to have an in- 
troduction to the process and technology of family 
therapy prior to commencing. This practice appears 
to have been adopted within the UK (McNab et al. 
2000; Reimers 2001). 

13.6 Conclusions 



Systemic family therapy has traveled a long way 
from its roots in the 1950s and has been influenced 
along the way by psychoanalysis, anthropology, cy- 
bernetics, general systems theory, and social con- 
structionism. The central importance of considering 
the child in the family context and the family in a 
wider social context is now accepted as standard 
practice. Whilst this has not come about solely be- 
cause of the influence of family therapists, they have 
played a major part in determining every day clini- 
cal practice with children and families across the 
world. 

As with other therapeutic developments, the 
growth of family therapy has proceeded in advance 
of a quantitative evidence base to support it. The 
growth of mixed methods research and the integra- 
tion of qualitative and quantitative approaches to 
evaluation is appealing to systemic therapists and 
should lead to increased outcome research — this is 
much needed. However, good quality evidence for 
its effectiveness has starting to emerge and in some 
problem areas (anorexia nervosa and substance 
misuse) family therapy is probably the treatment 
of choice, whilst in others there are indications that 
family therapy, or elements of family therapy prac- 
tice may have an important contribution to make to 
integrated treatment packages. 

More recently family therapists, driven by con- 
structionist theoretical models, have become con- 
cerned with involving clients more in the process 
of therapy. This has led to changes in practice that 
seek to acknowledge and minimize the power imbal- 
ance inherent within the therapeutic relationship, 
and attempt to involve the client more in decisions 



about the therapeutic process and where possible 
about the wider development of therapeutic ser- 
vices. 

Family therapy remains a broad church, includ- 
ing many different schools of practice. If we look to 
the future, family therapists are also seeking to 
make links not just within systemic practice but also 
with other therapeutic modalities. There is a move- 
ment away from approaches that create treatment 
dichotomies (psychopharmacological versus thera- 
py, individual therapy versus family, qualitative ver- 
sus quantitative research) and towards the integra- 
tion of multiple approaches in the best interests of 
the child and family. 
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This chapter describes three different services in 
three different countries that have two things in 
common: 

1. They are directly addressed to and based in a 
community. 

2. They are innovative in terms of the addressed 
population, in terms of methodology and also 
in terms of funding. 

The first part (Ernesto Caffo et al.) focuses on three 
different Italian services for children who are abused 
or neglected, and also children with other problems: 
Telefono Azzurro’s helpline, Tetto Azzurro and 
Emergency Team. The second part (Nathaniel Laor 
and Leo Wolmer) describes a program for commu- 
nities affected by disaster in Tel Aviv, and the third 
part (Helmut Remschmidt) presents a Mobile Ser- 
vice for psychiatrically disturbed children and fam- 
ilies in a rural district in Germany. 

The experiences with the three different services 
are promising. All of them, however, have problems 
with regard to appropriate financing and to getting 
integrated into the systems of care in the respective 
country. Nevertheless, they demonstrate that both 
private and NGO initiatives play an important role 
in the development of mental health services for 
children and adolescents and their families. 



References - 204 




188 Chapter 14 • Innovative Interventions in the Community 



14.1 Telefono Azzurro: 

A Multiprogram Approach 
to Problems of Child Abuse 



Ernesto Caffo, Barbara Forresi, Carlotta Belaise, 
Giampaolo Nicolais 



14.1.1 Introduction 



Telefono Azzurro is a nonprofit organization, dedi- 
cated to enhancing child and adolescent well-being 
and health, especially for those living situations of 
developmental difficulty, trauma and emergency. 
The mission of Telefono Azzurro is to promote child 
and adolescent rights and develop good practices 
for care. 

Telefono Azzurro is composed of several differ- 
ent structures (Call Center, Emergency Team, Tetto 
Azzurro, Training and Study Center) and is involved 
in primary prevention, emergency intervention, 
treatment, research and training. Centers are cur- 
rently located in Milan (National Call Center), Rome 
(Tetto Azzurro and Study Center) and Treviso 
(Emergency Team), Italy. 

Launched in 1987, Telefono Azzurro Helpline is 
a confidential service that enables young children to 
talk to professional counselors, toll free, 24 hours a 
day. All Telefono Azzurro telephone counselors are 
trained professionals. The service provides assess- 
ment, emotional support, information, and referrals 
to local agencies. For emergency and life-threaten- 
ing situations, Telefono Azzurro offers crisis inter- 
vention and the mobilization of emergency response 
services. 

Begun in 1999, Tetto Azzurro is the Province of 
Rome’s clinical center for diagnosis, treatment, and 
residential care of abused and neglected children. 
Children are referred by the juvenile court, social 
services, and national health system child care units, 
for second-level, focused clinical intervention. Tetto 
Azzurro also provides a psychosocial help-desk for 
parents, teachers, or children who may have experi- 
enced abuse or maltreatment. In the first years of ac- 
tivity, the center has trained professionals working 
in social services as well as the national health sys- 
tem’s clinical units on the management of child 
abuse, and the promotion of a multiagency and in- 
terdisciplinary network approach to child maltreat- 
ment. 

Telefono Azzurro Emergency Team is a project 
developed in 1997, in collaboration with the Yale 



Child Study Center and the New Haven Police De- 
partment (Child Development and Community Pol- 
icy Program). The Team is composed of psycholo- 
gists trained to immediately intervene in emergency 
situations where children and adolescents are vic- 
tims or witnesses of traumatic events (abuse, antiso- 
cial behaviors, natural disasters, domestic violence, 
juvenile prostitution, delinquency, runaway, and 
psychiatric emergencies). Telefono Azzurro Emer- 
gency Team is engaged in promoting the develop- 
ment of a multiagency and multidisciplinary inter- 
vention network for child and adolescent care. 

This chapter focuses on the issues and difficul- 
ties involved in building an interagency response 
and adopting a developmental psychopathology 
model as a framework for intervention. 



14.1.2 Telefono Azzurro: 

Theoretical Framework 



The Telefono Azzurro intervention approach is 
based on an ecological and developmental psycho- 
pathology model (Cicchetti 2002; Pine and Cohen 
2002; Cummings et al. 2000; Pynoos et al. 1999) 
and a »multidisciplinary and multiagency 
approach« (Henggeler et al. 2002; U.S. Department 
of Health and Human Services 1999). 



14.1.2.1 Developmental Psychopathology 
Model 

Organizational theorists believe that each stage of 
development confronts children with new chal- 
lenges. An individual who has adaptively met the 
developmental tasks of a particular stage will be bet- 
ter equipped to meet successive new challenges in 
development. In contrast, incompetence in develop- 
ment leads to difficulties or maladaptive efforts to 
resolve the challenges of a developmental period. 
However, the progression is probabilistic, not inevi- 
table. Changes in the environment may lead to im- 
provements in the ability to deal with developmental 
challenges, resulting in a redirection in the develop- 
mental course (Cicchetti 2002; Cummings et al. 
2000; Cicchetti and Cohen 1995). 

Even before the emergence of psychopathology, 
certain pathways signify adaptational failures in 
normal development that probabilistically lead to 
pathology (Cummings et al. 2000). Thus, knowledge 
derived from research in the field of developmental 
psychopathology bears considerable relevance for 
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the prevention and treatment of high risk and mal- 
adaptive conditions. »By thoroughly understanding 
factors that pull subjects toward or away from in- 
creased risk at various age periods, one not only ac- 
quires a deeper understanding of development but 
one also gains valuable information for primary pre- 
vention« (Sroufe and Rutter 1984). 

According to a developmental psychopathology 
model, a mental health professional needs to do 
an accurate analysis of indivi dual/ environmental 
risk and protective factors. The U.S. Surgeon Gener- 
al’s Report on Children and Mental Health (1999) 
stated that »psychopathology in childhood arises 
from the complex, multilayered interactions of spe- 
cific characteristics of the child (including biologi- 
cal, psychological and genetic factors), his or her 
environment (including parent, sibling, family rela- 
tions, peer and neighborhood factors, school and 
community factors, and the larger social- cultural 
context) and the specific manner in which these fac- 
tors interact with and shape each other over the 
course of development. « 



14.1.2.2 Multiagency Approach 

The multidetermined nature of problems such as 
child abuse and neglect has been explicated by de- 
cades of research. To a large extent, Telefono Azzur- 
ro’s intervention strategy is based on the findings in 
this literature. Children at greatest risk of sexual 
abuse, for example, appear to come from families 
characterized by multiple sources of difficulties 
and dysfunction, including marital conflict, parental 
separation, step-parenthood, parental psycho- 
pathology, and impaired parent-child relationship 
(Forresi 2003; Purtois 2000; Fergusson and Mullen 
1999). 

If a problem is multidetermined, in order to op- 
timize the probability of favorable outcomes, inter- 
vention should address the complex array of factors 
that are related to the problem (Henggeler et al. 
2002; Cohen and Caffo 1998). This is the reason 
why, in many cases, a single mental health profes- 
sional cannot be expected to effectively address 
the broad range of challenging problems presented 
by children and families. Managing a case of child- 
hood maladjustment or abuse, for example, is a 
complex process, demanding collaboration between 
different and specific agencies (school, social ser- 
vices, court, law enforcement) and different profes- 
sionals, such as doctors, psychologists, social work- 
ers, lawyers, judges, and policemen. This is clearly 



evident in emergency situations in which the 
child/adolescent is acutely and imminently in dan- 
ger or is at high risk for trauma (e.g., runaway, sui- 
cide, sexual or physical abuse). Safe and effective in- 
terventions can be best developed understanding in- 
dividual, family, peer, and community factors sus- 
taining or diminishing the crisis. Parents and other 
caregivers play essential roles in the child’s socio- 
emotional development. Cognizant of this fact, Tele- 
fono Azzurro promotes healthy caregiving and en- 
hancing the role of family and school (Forresi 2003). 

A multiagency intervention can be implemented 
in ways that prioritize youth, that are developmen- 
tally appropriate, and fit the developmental needs 
of the youth. The aim of the interagency approach 
is to bring together all relevant statutory and volun- 
tary sector agencies in order to build joint responses 
in child protection matters. The ability to collabo- 
rate within a national network of services and shar- 
ing common language, methodologies, and goals re- 
presents the real challenge for the successful care of 
children. Meaningful and effective multiagency 
work requires constructive sharing of policies, pro- 
cedures, and practices on a wider interagency basis. 
It is required that there be operating protocols with- 
in a network to promote an ongoing exchange of in- 
formation, to define roles, to set limits, and delin- 
eate areas of expertise for each agency or profes- 
sional involved. 



14.1.3 Program Elements 



To foster prevention, Telefono Azzurro enhances co- 
ordination among community agencies and profes- 
sionals. Over the past decade, Telefono Azzurro has 
developed partnerships and collaborative ways of 
working with health and nonhealth sectors, such 
as police, schools, community services, and courts. 

In the following paragraphs, we will focus on in- 
tervention programs developed by Telefono Azzur- 
ro: Telefono Azzurro helpline, Tetto Azzurro and 
Emergency Team. 



14.1.3.1 National Call Center: Helplines 

Clinical and research literature produced in the 
United States, United Kingdom, and Canada suggest 
that telephone counseling can be used to provide 
help and support for those individuals whose access 
to services is limited by geographical/physical and 
emotional barriers. Positive features include anon- 
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ymity and accessibility The recent explosion in the 
use of mobile phones among adolescents and chil- 
dren (Caffo 2003a, Rosenfield 1997) adds to the po- 
tential use of the telephone for telephone counsel- 
ing. 

The Telefono Azzurro National Call Center, lo- 
cated in Milan, provides two different helplines. 
The 19696 line is dedicated to children and adoles- 
cents 4-14 years of age who wish to report abuse and 
maltreatment or discuss problems that they might 
be experiencing. The 199.15.15.15 line is for adoles- 
cents 15-18 years of age, parents, teachers, and 
adults who need to report child and adolescent dif- 
ficulties, to get information, or to be supervised. 
Both lines are available 24 hours a day, 7 days a 
week. Children and adolescents determine what, 
how much, and the manner in which they are going 
to state their problems. All their problems are »leg- 
itimated« through the interaction. 

According to a developmental psychopathology 
model, the primary purpose of a childline is »pre- 
vention«, identification of children at risk, and im- 
provement of factors that affect well-being by en- 
hancing coping capacities as well as support systems 
(e.g., extended family, school, neighbors, friends; 
Caffo 2003 a; Alperstein and Raman 2003). The em- 
phasis is on the positive, using family and commu- 
nity strengths as levers for change. For example, the 
child calling 19696 may be asked to phone again to- 
gether with a family member, a teacher, or an adult. 
This way a counselor can promote responsible be- 
havior and decrease irresponsible behavior among 
family members. Thus, a childline can improve the 
quality of family-school linkage, and engage school 
professionals. 

Even though each call is different from the next, 
there are clear phases in the childline use process. 
These phases are: (1) making the contact with the 
caller, (2) engaging the caller, (3) clarifying the pre- 
senting problem, (4) developing solutions, and (5) 
terminating the call (Caffo 2003 a). In the initial 
phase the caller needs to be welcomed and listened 
to. In order to establish an effective helping relation- 
ship, the initial contact with the caller is very impor- 
tant. A calm, open, accepting, and supporting 
approach is required to facilitate communication. 
In case of an emergency, the operator should try 
to get information about what happened, but only 
if the emotional turmoil subsides is the person likely 
to be reflective. 

Using counseling skills, a telephone operator has 
to explore the situation (in order to establish if the 
child may be at immediate risk). It is essential to 



take time to get to the real problem and trying to 
learn as much as he/she can about the caller, his/ 
her feelings, family’s internal and external re- 
sources, and possibilities for change. Exploration 
is an ongoing process that occurs throughout the 
counseling. Active listening and carefully respond- 
ing to the child or adolescent are useful to avoid 
being sidetracked by superficial concerns. It is pos- 
sible, in fact, that the caller does not present their 
primary concern and may cover up more pervasive 
problems. 

Telephone counseling may have different out- 
comes. Once the problem has been identified, the 
counselor can decide if he/she is able to provide 
help. If not, can the counselor help the caller in ob- 
taining support and help elsewhere by means of a 
referral to community resources? Sometimes one 
consultation is enough to set up a helpful relation- 
ship with the caller, to help him/her be empowered, 
to develop his/her own awareness of what may have 
happened, or improve his/her relationships and in- 
teractions. 

In other cases, the caller is requested to call 
again, alone or together with an adult (parents, 
teachers), who may be helpful to him/her. In this 
case, the operator and the caller can develop more 
specific goals for the next call or plan strategies to 
be adopted in order to overcome a difficulty. Some- 
times a referral to local social services, mental 
health services, courts or police may be necessary. 
According to January- June 2003 data, in 93% of 
cases, children and adolescents who called the Na- 
tional Call Center received telephone counseling 
by a professional (psychologist or pedagogist). In 
the other 7% of cases, a referral to another agency 
(e.g., mental health service, social service, court, po- 
lice) was made. 

In any of the previous cases, a telephone opera- 
tor is requested to: 

1. Identify individual and community resources to 
be mobilized as well as to try to locate a possible 
support for the future; 

2. Explore different solutions and propose an inter- 
vention; 

3. Try to establish a final agreement with the caller, 
who is supposed to be the subject and not the 
object of the intervention. 

The last phase of a telephone consultation is the fol- 
low-up. When external agencies are mobilized (e.g., 
social and mental health services, court), counselors 
are also asked to make a follow-up call to them, 
within two weeks of the original call. Unfortunately, 
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in some cases the follow-up cannot be realized. The 
latter happens when the caller asks for anonymity or 
when the agency is not collaborative and does not 
give a feedback on intervention outcomes. 

14.1.3.1.1 Data 

A computer-assisted form concerning each case is 
usually filled out by the telephone operator. The 
form is structured in order to gather the most com- 
plete information and details provided by the child 
or adult during the telephone call. The main topics 
are: demographic information for the child; infor- 
mation about the caller; information about child/ 
adolescent’s problem or distress; information about 
the abuse and the alleged offender; professionals/in- 
stitutions who already know the case; information 
about the family; agreement and case referral. 

From January to June 2003, Telefono Azzurro re- 
ceived a total of 194,000 phone calls, on both its 
lines. The calls on relevant problems were 1,909. 
Most callers were females (57.8% females and 
42.2% males). As regards the age groups, children 
who call Telefono Azzurro are mainly 11-14 years 



of age (43%), followed by children under 10 years 
(41.3%) and teenagers (15.7%). 

O Table 14.1 shows some data on presenting 
problems. Almost 50% of reasons for a call concern 
family difficulties: relational difficulties between 
children and parents or parental conflicts after a di- 
vorce. In the first 6 months of 2003, Telefono Azzur- 
ro received 608 calls (31.8% of the total calls) for 
physical abuse (38.4%), sexual abuse (17.4%), psy- 
chological abuse (22.8%) and neglect (21.4%). Con- 
sidering these four major causes for children calling 
Telefono Azzurro, we notice a predominance of fe- 
male children and adolescents experiencing abuse 
(55.8% vs. 44.2% of males; see D Table 14.2). 

For the last three years, it has been noted that 
there are an increasing number of foreign children 
and adolescents’ calls, raising multicultural issues. 
In 2001, foreign children and adolescents calls were 
6% of the total, in 2002 they were 8.8%, while in the 
first 6 months of 2003 they reached 9.8%. The main 
reasons for calls by foreign children and adolescents 
are problems in relationships with parents (29.8%); 
physical abuse (25.1% vs. 13.6% of the national sam- 



Presenting problems 

Relational problems with parents 

Problems related to parental divorce 

Physical abuse 

Need to talk 

Relational problems 

Psychological abuse 

Relational problems with peers 

Neglect 

Sexual abuse 

Fears 

Loneliness 

Academic difficulties 
Sentimental reasons 
Sexual difficulties 

Relational problems with strangers 
Parents with alcohol problems 
Grief 

Drugs use 
Learning difficulties 
Runaway 

Problems related to adoption 

Suicidal intention 

Pregnancy 

Child labor 

Separation anxiety 

Prostitution 



Sex 




Total 


Male (%) 


Female (%) 


(%) 


32.8 


35.1 


34.1 


18.1 


15.3 


16.3 


16.3 


14.1 


14.8 


11.6 


15.9 


14.0 


14.0 


12.9 


13.3 


10.8 


7.1 


00 

00 


8.0 


8.5 


8.4 


10.3 


6.6 


8.3 


4.3 


8.7 


6.7 


5.6 


6.8 


6.3 


6.1 


6.3 


6.1 


8.3 


4.0 


5.8 


1.1 


5.5 


3.8 


2.3 


4.2 


3.6 


2.8 


2.5 


2.6 


2.8 


2.5 


2.6 


2.1 


1.1 


1.5 


1.3 


1.5 


1.4 


1.9 


1.2 


1.4 


1.3 


1.4 


1.3 


1.1 


1.0 


1.0 


1.3 


0.7 


1.0 


0.1 


1.1 


0.8 


0.8 


0.6 


0.7 


0.7 


0.5 


0.6 


0.5 


0.2 


0 . 3 % 



□ Table 14.1. National Call Center presenting problems 
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D Table 14.2. Characteristics of telephone calls 



Type of abuse 


Sex 




Total 




Male 


Female 




Physical 


46.0% 


54.0% 


270 


Sexual 


26.7% 


73.3% 


122 


Psychological 


52.9% 


47.1% 


160 


Neglect 


53.5% 


46.5% 


151 


TOTAL 


44.2% 


55.8% 


608 



pie); and neglect (19.3% vs. 18.3% of the entire na- 
tional sample). Some cases are specifically linked to 
the child’s family culture, such as female genital mu- 
tilation, children in the international illegal trade, 
serious labor exploitation, and precocious marriage. 
Many children also report situations that have to do 
with integration difficulties, both social and educa- 
tional, as well as home problems usually linked to 
parents’ and children’s conflicting expectations of 
living in a new country. 

14.1.3.1.2 Effectiveness and Quality 

In order to guarantee that all European children re- 
ceive an effective answer and professional service, 
both public and private organizations sponsoring 
hotlines are requested to offer a service according 
to basic quality requirements. But how to define 
the »effectiveness« of a helpline? Does it deal with 
the number of case referrals or with a reduction of 
risk factors for maladjustment or psychopathology? 
During its 16 years experience, Telefono Azzurro 
made many efforts to develop a quality service for 
children and adolescents. Two major steps are rele- 
vant to this point (Caffo 2003 a). 

The Daphne project has been an opportunity for 
European Helplines (Telefono Azzurro, Italy; SNA- 
TEM, France; NSPCC, England; ANAR, Spain; 
RAF, Austria; and BAG, Germany) to discuss best 
practices, procedures, telephone operators’ compe- 
tencies and training. »Quality« has been defined 
as »the observance of fundamental principles«, de- 
fined in two main documents: the European Chart 
of Telephone Helpline and the European Helpline 
Operators Competencies: Value base requirements 
for good practice. 

The Telefono Azzurro quality system aims to 
identify common guidelines for the consultation 
process. They can be described according to 
IS09000 norms and total quality management orga- 
nization principles. Process rationalization and on- 



going monitoring permit a constant control over the 
telephone consultation process, to evaluate internal 
and external satisfaction, to identify critical aspects 
of the service according to quantitative (question- 
naires, performance indicators, number of calls, 
waiting time, etc.) and qualitative (according to 
quality principles defined by main European help- 
lines) parameters. 

14.1.3.1.3 Competencies 

»Conditio sine qua non« for the effectiveness of a 
telephone consultation is represented by counselor’s 
competencies (Caffo 2003 a). Competencies include: 
(a) being able to communicate with children of dif- 
ferent ages by creating a trusting relationship with 
the caller and by reassuring him/her about the real 
possibility to be helped and protected; (b) under- 
standing and evaluating the caller situation, espe- 
cially if it represents an emergency, after having 
gathered detailed information in respect of the call- 
er’s confidentiality and point of view; and (c) plan- 
ning a way to empower the caller by involving him / 
her directly and by using child, family and environ- 
mental resources. 

Professional counselors need to be competent in 
psychological, psychiatric, and sociological matters. 
They also need to know about normal and patholog- 
ical development, psychological assessment, person- 
ality, and gender development. Telephone operators 
working in Telefono Azzurro are specifically trained 
to deal with children, adolescents, and adults from 
different cultures, races and religions. The operators 
pay special attention to the study of different cultur- 
al habits, cultural influences on children and adoles- 
cents’ development, relationships between family 
members, and specific, culturally relevant interven- 
tions. 

In addition to communication skills and knowl- 
edge required for specific problems (child abuse, 
suicide, domestic violence, etc.), telephone counse- 
lors also need to be trained in role, organization, 
and interagency relations. Counselors involved in 
intervention need to become familiar with resources 
available in the community. Such knowledge is also 
useful in making good referrals to social services 
and mental health services (to police and court if 
necessary). In the document »European helpline op- 
erators’ competencies: Value base requirements for 
good practiced, competencies for the development 
of training courses include performance indicators, 
guidelines for the helpline service evaluation and 
guidance for the development of specific assessment 
instruments (checklist, questionnaires, etc.). Train- 
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ing efforts are addressed to volunteers that manage 
the first phase of the call, as well as telephone opera- 
tors and coordinators (Caffo 2003 a). 

14.1.3.2 Tetto Azzurro: 

Clinical Intervention 

Tetto Azzurro, the diagnostic and treatment unit 
(Unit), provides a clinical intervention in cases of 
child abuse using a child and family diagnostic as- 
sessment and psychotherapeutic treatment. 

So far, the Unit has provided interventions for 
more than 100 abused children, ranging from 18 
months to 18 years of age. While the number of chil- 
dren referred to the Unit for sexual and physical 
abuse has slightly decreased within 4 years of activ- 
ity (from 41% in the first 2 years to 34% in the last 
two), domestic violence and neglect have increased 
especially during the last year, and now represent 
48% of intakes. Whatever kind of abuse, nearly 
90% of intakes are because of intrafamilial abuse. 

14.1.3.2.1 Theoretical Orientation 

The Unit clinical activity fits a transactional-ecolog- 
ical model of intervention (Belsky 1993), where 
child abuse is understood as the result of a balance 
between risk and protective factors operating at dif- 
ferent levels of the child’s context. Specific to the 
Unit’s clinical approach and methodology is the fo- 
cus, derived from attachment theory (Bowlby 1973, 
1980), on child-primary caregivers’ vicissitudes. The 
way infant-parent attachments develop in the con- 
text of child abuse is considered of primary rele- 
vance in terms of assessment, in the light of the in- 
tergenerational transmission of maladaptive parent- 
ing patterns (Belsky 1984). 

As a consequence of the main theoretical as- 
sumptions, the aims of the diagnostic intervention 
may be outlined as follows: 

1. To have a clear picture of the child’s develop- 
mental status, both in terms of actual clinical as- 
sessment and retrospectively as a balance be- 
tween developmental risk and protective factors 

2. To assess the quality of the child’s attachment to 
the primary caregivers 

3. To assess the personality of the parents and 
other significant adults (foster parents, relatives, 
etc.). 



14.1.3.2.2 Clinical Assessment 

Child observation (free, structured, and interac- 
tional) is the core of the assessment procedure. 
The Strange Situation (Ainsworth et al. 1978) is 
usually administered to children of 1-2 years of 
age, in order to obtain a child’s attachment profile. 
With children 2-7 years of age, the Crowell Proce- 
dure (Crowell and Feldman 1988) is usually admin- 
istered to the mother- child and/or father- child dyad, 
as a measure of dyadic regulation. Children of 3-7 
years of age are administered the structured play 
procedure of the MacArthur Story Stem Battery 
(MSSB; Bretherton et al. 1990), for evaluating the at- 
tachment representational level. Children 10-18 
years of age are interviewed with the Modified Adult 
Attachment Interview (AAI) for early adolescence 
(Ammaniti et al. 1991). Finally, the Child Behavior 
Checklist (CBCL; Achenbach 1978) is administered 
to parents to assess the child’s developmental and 
symptomatological profile. 

Adults are involved in clinical sessions to the 
evaluate their personality traits and to the identify 
criteria for a possible Axis I or II diagnosis. The 
Symptom Checklist-90-R (SCL-90-R; Derogatis 
1983) for the assessment of symptoms and the Adult 
Attachment Interview (AAI; Main and Goldwyn 
1985-1994) for the evaluation of the attachment re- 
presentational status are also administered. As pre- 
viously underlined, great emphasis is placed on the 
analysis of the intergenerational level. 

14.1.3.2.3 Data 

Preliminary data on samples of abusing and non- 
abusing parents (Nicolais et al. 2002, Speranza and 
Nicolais 2002; Speranza et al. 2002) have shed an 
interesting light on what appears to be the long-ne- 
glected issue, in the field of child maltreatment, the 
role of the so-called nonabusing parent in child in- 
trafamilial abuse. These data, that are currently 
being verified in a control-group study, seem to 
quite clearly indicate that in child intrafamilial 
abuse there is often a constellation of »insensitive 
parenting« (Lyons-Ruth 1999) that also involves 
the nonabusing parent, and that therefore worsens 
the effects of the actual abuse leading to more psy- 
chopathological outcomes for the »at risk« child. 

14.1.3.2.4 Treatment 

In terms of treatment, it is clear that Tetto Azzurro 
has to provide treatment for individuals (children, 
parents) and for »relationships«, as relationship 
trauma is believed to be the core mechanism of child 
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intrafamilial abuse. Consequently, different treat- 
ment models are devised for the child as victim; 
the parent as abuser; the nonabusing parent and 
the dyadic-relationship. An accurate diagnosis of 
the context allows the therapist to understand the 
relationship(s) trauma within the family and leads 
to focused and effective treatments. 

Methodologically speaking, it does not make 
much sense to distinguish, a priori, between expres- 
sive versus supportive treatment with the child. 
Rather, treatment modalities are offered in relation 
to specific characteristics of the age range of the 
child as follows: 

1. 1-3 years old: dyadic therapy 

2. 3-6 years old: play therapy, with a recom- 
mended focus on narratives 

3. 6 (or more) years old: play therapy and a focus 
on narratives. 

In the program, treatment lasts approximately 1 
year. The therapy is carried on until all following 
conditions are fully satisfied: 

1. Symptoms are over or at least dramatically re- 
duced 

2. Criteria are no longer fulfilled for a DSM/ICD 
disorder 

3. The child is able to symbolize the trauma. 

Adult treatment inevitably confronts a major chal- 
lenge, i.e., the promotion and establishment of a 
therapeutic alliance in absence of a spontaneous re- 
quest for treatment. This challenge can be engaged 
only through a preliminary phase where diagnostic 
data are shared with the parent. In this sense, the 
Unit’s procedure defines a strong continuity be- 
tween the diagnostic and the treatment phases. 
For all treatment intakes the diagnostic phase is 
the first step, both to verify crucial aspects of the in- 
dividual’s presentation, and prepare him/her for 
psychotherapeutic treatment. The diagnostic phase 
obviously gathers data which will be used as the ba- 
sis for treatment. For parents’ treatment, this proce- 
dure is of particular importance. In fact, after a di- 
agnostic evaluation, the therapist will explain to the 
parent his/her diagnostic profile, highlighting the 
dysfunctions and/or psychopathologies, and letting 
him/her undergo an appraisal of personal psycho- 
logical difficulties, often for the first time. The inter- 
generational transmission construct is shared at this 
same time, so that the parent will have the chance to 
see the abuse (either actively perpetrated or not rec- 
ognized) as a relationship trauma across genera- 
tions (data from the Adult Attachment Interview). 



In methodological terms, this introductory 
phase of treatment, if successful, makes it possible 
for the therapist to place personal dysfunction/psy- 
chopathology within a meaningful family context, 
actively nurturing the therapeutic work. Sometimes 
at this stage, high levels of symptomatology and/or 
psychopathology require an associated pharmaco- 
logical intervention. In these cases, the therapeutic 
emphasis will be specifically put on the »working 
through« of dysfunctional representational expecta- 
tions. In other words, a perspective of change will 
now not only be shared, but actively sought, moving 
towards the establishment of new procedural models 
of relationship (s). 

Finally, a distinguishing feature of the Tetto Az- 
zurro unit’s clinical approach has to be stressed: the 
previously mentioned close continuity between the 
diagnostic and treatment phases to make possible 
sound monitoring of treatment efficacy. Every diag- 
nostic instrument has in fact a twofold aim, not only 
serving in the here and now of the diagnostic assess- 
ment, but also representing a possible repeated mea- 
sure that can be administered at different moments 
of the therapeutic intervention in order to have an 
evidence-based evaluation process. 

14.1.3.3 Emergency Team 

Another project supported by Telefono Azzurro may 
exemplify how the insights derived from psycho- 
traumatology research may be translated into health 
care systems (Caffo 2003b). The »Emergency Team« 
Project was launched in Treviso (Italy) in 1998 as an 
experimental partnership between Telefono Azzurro 
and the community agency responsible for safe- 
guarding children and adolescents. The project has 
been carried out in partnership with the Yale Child 
Study Center (USA), which has been running the 
»Child Development and Community Policing« Pro- 
gram (CD-CP) since 1991 (Marans et al. 1995). Their 
common goals are: (a) better understanding of the 
relationship between a child’s or adolescent’s in- 
volvement with or exposure to a crisis situation 
and the following traumatic stress symptoms; (b) 
creating a multiagency and interdisciplinary net- 
work able to face emergencies; (c) arranging a care 
strategy on a clinical, legal, and social level with a 
child perspective; (d) promoting community activ- 
ities aimed at increasing public and professional 
awareness of the effects of crisis situations on chil- 
dren and adolescents; (e) giving useful advice in 
order to prevent emergencies; and (f) organizing 
training courses. 
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The Emergency Team is composed of trained 
psychologists available 24 hours a day, 365 days 
per year. These psychologists deal daily with emer- 
gency cases such as abused or neglected children/ 
adolescents, self-destructive or dangerous behavi- 
ors, victims of catastrophic situations, and new so- 
cial emergencies. 

The abuse and neglect cases include sexual 
abuse, physical abuse, severe neglect, psychological 
abuse, and violence exposure. Self- destructive or 
dangerous behaviors refer to suicide attempts, self- 
harm, runaways, drug and alcohol abuse, sensation 
seeking, and medical-psychiatric emergencies. 
Harmful or destructive behaviors towards other 
people encompass aggressiveness (threatening to 
kill or seriously harm someone; going beyond the 
control of significant adults; serious antisocial be- 
haviors including sexual assault); destructiveness 
(violent, destructive behaviors against things; fire 
setting; sensation seeking); and violent psychotic 
behaviors (acute psychotic episodes and other se- 
vere forms of psychotic confusion). 

Catastrophic/stressful situations refer to acci- 
dents (personal or external involvement in: car acci- 
dents, train or plane disasters, domestic accidents); 
natural disasters (earthquake, flood, fire, volcanic 
eruption); kidnapping or robbery (both involve- 
ment and witnessing) and war traumas (migrant 
children from war-torn countries). New social emer- 
gencies include juvenile prostitution involving traf- 
ficked adolescents and children; pedo-pornography 
(often by Internet) and young immigrants without 
parents. 

14.1.3.3.1 Interventions 

The Emergency Team intervention in case of an 
emergency is based on the following steps (Caffo 
and Belaise 2003; Caffo 2003b): (1) identify the 
emergency; (2) contact other specific agencies and 
professionals; (3) evaluate resources, limits, and role 
of each agency; (4) evaluate the child’s or adoles- 
cent’s personal and environmental coping abilities; 
(5) plan and conduct an intervention on a clinical 
and/or legal and/or social level; (6) provide joint fol- 
low-up. 

14.1.3.3.1.1 Community Reactivation 
Program 

A multidisciplinary and multiagency approach is 
also evident in the Community Reactivation Pro- 
gram (see Sect. 14.2) run by Telefono Azzurro’s 
Emergency Team in Molise, Italy, where on October 



31st (2002) an earthquake caused the death of 29 ci- 
tizens, most of them children from the first-grade 
class in an elementary school, in the village of San 
Giuliano di Puglia (Caffo 2003b; Caffo et al. 2003). 
A joint Italian-Israeli team (consisting of profes- 
sionals of Telefono Azzurro and of the Cohen-Harris 
Center for Trauma and Disaster Intervention) 
worked together in order to map the affected area 
in terms of type and amount of the community’s 
psychosocial needs and to apply a model of Com- 
munity Revitalization and Reactivation, adapted to 
the specific characteristics of the Molise community. 

The Community Reactivation Program is based 
on the premise that not only individuals and fami- 
lies, but the whole community is affected by a cata- 
strophe like an earthquake. Therefore, the program 
addresses the special needs of the community in 
terms of empowerment, revitalization, and rehabili- 
tation of the community’s main institutions, roles, 
and values. These institutions include formal and 
informal leadership, school system (kindergarten, 
elementary, and high school), community centers, 
primary care clinics, mental health services, etc. 

The program is also based on the assumption 
that local professionals (leaders, mental health pro- 
fessionals, community workers, and volunteers) 
need to be empowered and trained to take the re- 
sponsibility for and lead the implementation of 
the process, supervised by expert professionals 
who stay committed throughout the process. This 
is necessary because most affected communities 
have large-scale needs that are unable to be met 
by the existing professional forces. Programs need 
to be implemented through mediators within the lo- 
cal community (e.g., teachers) who, also, have a 
deep knowledge of the community, its residents, cul- 
ture, and historical background. 

Specific contents of the program (still under 
study) included: 

1. Development of the community’s formal and in- 
formal leadership. 

2. Screening of the population in order to identify 
individuals at risk for the development of long- 
term psychological responses. 

3. School reactivation - the provision of mental 
health relief to administrators and teachers, 
and role adaptation and empowerment of the 
educators as social mediators - is implemented 
through a Class Activation Program. This Pro- 
gram is a consumer-friendly process consisting 
of 8 sessions lasting 90 min each, led by the 
teachers and focused on the psychological relief 
of the students in parallel with the implementa- 



196 Chapter 14 • Innovative Interventions in the Community 



tion of the normal teaching curriculum. The 
program integrates cognitive, behavioral, educa- 
tional, and dynamic concepts and techniques 
that follow teachers and students not only dur- 
ing the program but throughout the school year. 

4. Training of local mental health professionals to 
offer group, family and individual psychological 
relief for children and adults who continue to 
suffer from posttraumatic or grief symptoms 
after the implementation of the above-men- 
tioned projects. 



14.1.4 The Future 



For the future, Telefono Azzurro is making efforts to 
promote an Internet counseling service and devel- 
oping new emergency procedures for helplines. 
Since March 2003, in fact, Telefono Azzurro has 
been given by the Italian government the task of de- 
veloping a 114 line, an emergency line dedicated to 
children and adolescents. Emergency intervention 
through telephone counseling is actually different 
from the counseling model usually adopted by help- 
lines. The same communication skills are required, 
but emergency intervention is something more ac- 
tive, brief, and direct: telephone calls are time-lim- 
ited and focused on caller’s immediate needs. While 
the operator is trying to communicate support to 
the caller, he also has to intervene promptly in order 
to seek medical help, to arrange for some kind of 
immediate placement, to involve the police, etc., ac- 
cording to the presenting problem. 



14.1.5 Conclusions 



If a problem is multidetermined, intervention 
should address the complex array of factors that 
are related to it, in order to optimize the probability 
of favorable outcomes (Henggeler et al. 2002; Cohen 
and Caffo 1998). Managing a case of childhood mal- 
adjustment or abuse is therefore a complex process, 
demanding collaboration between different and spe- 
cific agencies (school, social services, court, law en- 
forcement) and different professionals (doctors, 
psychologists, social workers, lawyers, judges, and 
policemen). To this end, Telefono Azzurro has devel- 
oped, over the past decade, partnerships and colla- 
borative ways of working with health and nonhealth 
sectors, such as police, schools, community services, 
and courts. Incorporating approaches based on an 



understanding of developmental psychopathology 
and the usefulness of a multiagency approach will 
remain a challenge worth pursuing. 

14.2 Implementing Relief 

Programs in Communities 
Affected by Disaster: 
Theory, Principles, 
and a Case Study 



Nathaniel Laor, Leo Wolmer 

14.2.1 Introduction 



Disasters, whether natural or instigated by human 
beings, occur unexpectedly and result in physical 
loss and massive harm. Such emergencies inflict 
acute and extensive damage on property and lives, 
and their impact can persist for years, disrupting 
the livelihood and the basic daily routines of in- 
dividuals and communities. 

Mental health interventions for relief, revitaliza- 
tion, and reactivation can have a contributory im- 
pact upon diverse social institutions (families, 
schools, local leadership) (Galante and Foa 1986; 
Goenjian et al. 1997). Nevertheless, experience has 
shown that professionals in charge need to endorse 
a systemic, socially oriented perspective (Pynoos et 
al. 1998). The difficulties are more pronounced in 
the field of children’s mental health, because profes- 
sionals must work across various public and private 
systems, among them medical, educational, and 
communal. Yet most position papers and guidelines 
for organizing emergency mental health services re- 
main almost entirely oblivious to disaster prepared- 
ness as well as to the specific local and municipal 
systemic context within which emergency mental 
health services for children ought to be implement- 
ed (DeWolfe 2000; Young et al. 1998). 

In this section, we put forth a philosophy of dis- 
aster intervention based on ecological-systems theo- 
ry (Laor 2002) and on principles borrowed from 
public health, preventive medicine, communal wel- 
fare, education, and urban planning. We then pro- 
pose two models: a disaster intervention model ori- 
ented to children living in urban areas and a model 
for teacher-mediated, school-based intervention. 
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14.2.2 Principles for Disaster 
Interventions 



The complexities of working with communities af- 
fected by mass disaster require the implementation 
of a number of basic principles (Laor and Wolmer 
2002; Laor et al. 2003): 

Principle 1: Conduct risk assessment early and reach 
as many people as possible. Professionals need to 
employ rapid, easy-to-use, reliable and sensitive 
screening tools (Cochrans and Holland 1969; Ohan 
et al. 2002) to assess the numerous potential clinical 
disorders (posttraumatic stress, anxiety, dissocia- 
tion, depression, grief) as well as the risk and vul- 
nerability factors (e.g., past functioning, disaster-re- 
lated events). 

Principle 2: Implement systematic, broad-scale out- 
reach programs. Bear in mind that survivors of dis- 
asters are often reluctant to seek professional help 
(Norwood et al. 2000; Schwarz and Kowalski 
1992). Outreach programs should be followed by 
clinical triage protocols to match risk groups with 
intervention programs (Austin and Godleski 1999; 
Lindy et al. 1981; Saltzman et al. 2003; Pfefferbaum 
et al. 1999). 

Principle 3: Be sensitive to the environment in which 
you work. Subordinate clinical evaluations to social 
considerations, and collaborate with the regular care 
system to achieve good results. Provide guidance to 
government and social institutions, school commu- 
nities, and intervention teams in adapting to newly 
emerging needs; use data derived from population 
screening to direct allocation of institutional re- 
sponsibilities and resources. 

Principle 4: Manage regressive and progressive shifts 
in professional groups. Disasters initially result in a 
regressive loss of boundaries (dedifferentiation) 
among the traditional roles (psychiatrists, psychol- 
ogists, social workers, child caretakers, educators) 
caring for survivors’ basic needs. This process needs 
to be monitored by taking into account the unique 
contribution of these groups in later stages (rediffer- 
entiation). 

Principle 5: Integrate mediators who work adjacent 
to the mental health system. A systemic perspective 
facilitates integration of information from various 
fields. Still, it lacks an ecological perspective that 
views the need to rehabilitate survivors within their 
most natural environment, while remaining sensi- 
tive to their culture. Social agents (educators, nurses, 



community workers) are properly suited to serve as 
mediators for such interventions as they occupy cen- 
tral positions in the community institutions that 
constitute the normal social matrix (Laor et al. 
2003). Rehabilitated institutions (schools, primary 
care clinics, community centers) could serve as so- 
cial reactivation centers within which large-scale in- 
terventions are implemented. 

14.2.3 Disaster Intervention Teams: 
Task and Leadership 



A fundamental task of mental health leaders is to fa- 
cilitate a series of transitions that disaster survivors 
must undergo in order to recover normal function- 
ing: from a freeze on past experience to a creative 
future orientation; from fixation on death and loss 
to involvement with life and revitalization; from pas- 
sive submission to grief, shame, and anger to engage- 
ment of personal strengths; from withdrawal and 
alienation to involvement with nature, family, society, 
and technology; and from a mythological world view 
to a revised socio-cultural identity (Laor 2001). 

Professionals need to coordinate their efforts 
with local authorities as well as to empower other 
professionals who have trustful relationships with 
children and parents (teachers, nurses, community 
workers) to serve educational-therapeutic roles 
(Laor and Wolmer 2002). These local mediators 
may themselves require relief of their symptoms, 
training in disaster-related interventions, and an op- 
portunity to reclaim their original functions. Em- 
powerment is the process by which individuals 
and communities recover their dignity and self-es- 
teem by expanding their critical self-awareness, 
their control over resources and objectives, and 
their sense of personal and collective responsibility 
(Rappaport 1987). In displaced populations, this 
process of identifying specific needs, discovering 
leadership qualities, and gaining a greater sense of 
interdependence, cohesion, and cooperation allows 
newly formed communities to achieve greater con- 
trol over their natural and social environment. 

Collaboration between professionals in the field 
of children’s mental health and agents in various 
systems could generate a child and adolescent emer- 
gency care team focused on the well-being of chil- 
dren and families. The task of such a team would 
be to integrate the various dimensions of reality 
decimated by the disaster (Laor et al. 2003) and to 
delegate professional authority to each of its mem- 
bers. 
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14.2.4 A Disaster Preparedness 

and Intervention Program: 
The Tel-Aviv Model 



Mass disasters call for large-scale interventions that 
are accessible to everyone affected, without regard 
for socio-economic class. A system capable of prop- 
erly functioning in unstable times must be estab- 
lished in advance. The Tel-Aviv Model lays the foun- 
dation for an urban framework for preparedness, re- 
silience, and intervention. The model relies on a 
municipal headquarters for mental health that is ac- 
countable for integrating, training, and operating all 
services within its area of responsibility by bringing 
together municipal, governmental, military, and 
HMO systems under one operational structure (Laor 
et al. 2003). The uniqueness of the model stems from 
its ability to use its programs not only for disaster 
preparedness but also to resolve the sense of aliena- 
tion that characterizes communities affected by pri- 
vatization and urbanization. All this is accomplished 
while focusing specifically on the welfare of chil- 
dren. In the following discussion, we describe the 
model in action. 

In an emergency, once rescue teams have com- 
pleted their task, municipal immediate intervention 
teams carry out screening in the disaster vicinity 
and refer identified victims to Regional Trauma 
Centers. These multidisciplinary intervention teams 
provide immediate physical and mental health assis- 
tance at the disaster site, and/or at the evacuation 
centers. 

Victims evacuated to hospitals are monitored by 
the Emergency Headquarters Liaison Unit, which, 
upon discharge, follows up with a home visit and re- 
fers victims to Regional Trauma Centers if needed. 
Information about casualties is transferred from 
the hospital and from the Victim Identification Fa- 
cility to the Family Notification Unit. This unit is 
comprised of a member of the city council, a clergy- 
man, a physician/paramedic, a social worker, and a 
police officer, whose job it is to notify the families of 
the deceased and assist in funeral arrangements. 

At the Victim Identification Facility, the interven- 
tion teams work with families who are waiting for 
information, and special mental health teams work 
closely with the pathologist and the families in help- 
ing to identify the remains of their loved ones. 

The Regional Trauma Centers integrate primary 
care, well-baby care, education, and welfare services. 
Each center is comprised of multidisciplinary pro- 
fessional units responsible for screening, treatment 
(individual, group, family and community), and fol- 



low-up of all victims in the community. The Region- 
al Trauma Centers are also involved in community 
preparedness and resilience. In this, their goal is 
to design and develop programs for community pre- 
paredness, intervention, and rehabilitation, in par- 
ticular through special programs geared towards in- 
fants, children and teens, the elderly, the disabled 
and sick, and special population groups such as 
new immigrants, foreigners, and minorities. These 
programs are run through community institutions, 
including schools, kindergartens, well-baby clinics, 
primary care clinics, mental health clinics, old-age 
homes, and community centers. 

The community intervention team of the Trau- 
ma Center, in coordination with the Mental Health 
Headquarters and the primary care system, trains 
representatives from the fields of primary care, 
nursing care, education, and mental health in pro- 
viding mental health services during emergencies 
and major disasters. This preparedness and resili- 
ence program supports the existing mental health 
system by means of planned and organized use of 
volunteers and activists, who work to enhance com- 
munity resilience and restore community function- 
ing. 

The Mental Health Headquarters is responsible 
for pooling resources, integrating systems (beyond 
the local government level), and training and pro- 
viding continuing education to professionals, para- 
professionals, and support teams. It is also responsi- 
ble for conducting assessment and research pro- 
grams, forecasting different scenarios and preparing 
accordingly, providing support and guidance to the 
teams and operating a hotline service. Furthermore, 
intervention protocols where military and civilian 
professionals work together in the community are 
applied to facilitate the smooth transition from trau- 
matic military service into normal social routines. 

The Municipal Headquarters, of which the Men- 
tal Health headquarters is a part, sets down strategic 
organizational and professional emergency princi- 
ples by integrating representatives of organizations 
within the local government (e.g., welfare services, 
education, public health, tourism, security, and 
emergency services) as well as outside the local gov- 
ernment (the Mental Health Command, HMOs, the 
army’s Home Front Command and the Mental 
Health Department of the Medical Corps, the Minis- 
tries of Health, Education and Welfare, the National 
Insurance Institute and volunteer organizations). 

This dynamic system, if properly created and se- 
curely established during routine times, can inte- 
grate institutions and professionals from diverse 
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fields to create a comprehensive matrix within 
which a community can be adequately equipped to 
prepare for and handle the chaos, stress, and severe 
mental consequences of large-scale disaster. The 
model is child-oriented, integrating services from 
infancy (well-baby clinics) to young adulthood 
(army), and providing programs sensitive to the cul- 
ture of this population group. Following is one ex- 
ample. 



1 4.2.5 A Teacher-Mediated 

School-Based Intervention 
Program 



Schools are the second most important natural en- 
vironment for children. Thus, rehabilitating this en- 
vironment, preferably based on the schools’ own re- 
sources, ought to receive priority in any postdisaster 
relief program. For the program to be successful, 
mental health professionals specializing in school- 
children need to provide teachers with clinical 
knowledge formulated as effective didactics for class 
activation (Wolmer et al. 2003) as well as with social 
theory that is practically formulated and converted 
to school activities to be applied to school revitali- 
zation (Laor and Wolmer 2002). 

Postdisaster support at school is one of the sig- 
nificant predictors of posttraumatic stress disorder 
after disasters (Udwin et al. 2000), and school-based 
screening allows clinicians to identify and treat chil- 
dren exhibiting the most severe posttraumatic 
symptoms (Chemtob et al. 2002). School-based in- 
tervention models include single-session debrief- 
ings, small group programs for high-risk children 
or agitated children who need closer attention 
(Goenjian et al. 1997; Gillis 1993), and class activa- 
tion programs with or without the presence of the 
teacher (Klingman 1993; Eth 1992; Pynoos and Na- 
der 1988), intended to minimize stigma, teach nor- 
mal reactions to stress, and reinforce the expecta- 
tion that the children will soon resume their roles 
as students (Klingman 1993; Vernberg and Vogel 
1993; Pfefferbaum 1997). 

To implement teacher-mediated interventions 
where teachers become true partners, mental health 
consultants need to genuinely address three issues: 
Why to intervene?; Why to intervene in the school?; 
and Why to intervene through the teacher? Teacher- 
mediated intervention, which encompasses teacher 
relief, role enhancement, and empowerment, is com- 
prised of three phases (Wolmer et al. 2003). 



The first phase addresses the symptomatic re- 
sponses of the teachers to the disaster. Most exposed 
teachers benefit from participating in interventions 
that allow them to process and restructure personal 
experiences as well as to clarify those of their stu- 
dents. In the second phase, teachers are empowered 
and instructed to assume their role as »educators« 
who prepare students for living in society under ex- 
treme circumstances they have never before encoun- 
tered and for which they have not been didactically 
equipped. The third phase addresses teachers’ needs 
to simultaneously manage the regular curriculum 
while implementing intervention programs for trau- 
matized students. This effort requires continuous 
support and supervision from the staff, who provide 
a much needed holding environment by analyzing 
previous meetings, sharing experiences and doubts, 
and collaboratively preparing the contents of subse- 
quent meetings. 

A teacher-mediated intervention based on the 
model described above was implemented in a pre- 
fabricated village adjacent to Adapazari, Turkey 
following the 1999 earthquake (Wolmer 2001; Wol- 
mer et al. 2003). First, a group intervention among 
teachers was implemented, with the objective of 
processing and restructuring their traumatic ex- 
periences, normalizing their responses, and en- 
abling their trauma-related affects to be expressed 
and worked through. Although teachers reported 
an improvement in their feelings, they were still 
reluctant to take responsibility for the interven- 
tion. Thereafter, teachers were helped to redefine 
their role as »educators« and »leaders« vis-a-vis 
the students, in addition to focusing on the regular 
curricula. In their transformed role as educators, a 
team of local professionals taught teachers about 
children’s responses to trauma and trained them 
in implementing the disaster-related school reacti- 
vation program. The local professionals were also 
responsible for ongoing weekly training, supervi- 
sion, and support. In addition to the class work, 
the professional team consulted with the principal 
and facilitated revitalization in the school at large 
(e.g., parent involvement, celebrations, sport activ- 
ities, memorials). 

The teachers took charge of class activation, and 
all the children in the class participated. Parents 
were also engaged in the process, receiving informa- 
tion about the program and the children’s expected 
reactions to the disaster. The program consisted of 
eight two-hour meetings, which combined psycho- 
educational modules, cognitive-behavioral tech- 
niques, play activities, and ongoing documentation 
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in personal diaries, and covered various aspects of 
trauma and recovery. 

Following the intervention, children reported a 
significant decrease in posttraumatic symptoms 
(50% reduction in severe symptoms) and dissocia- 
tion, whereas grief symptoms increased for a few 
weeks, indicating that normal grieving had been 
set in motion once dissociative symptoms had been 
alleviated. For many of these children, this was the 
first opportunity they had to cope openly with their 
suffering, after having been granted legitimacy by 
caring adults ready to contain their emotions. 

Our results, supported by feedback from both 
teachers and students, suggest that the program fa- 
cilitated availability and containment of traumatic 
material, as well as initiation of adaptive grieving. 
The teachers, who were initially unwilling to take re- 
sponsibility for implementing the program, re- 
ported significant accomplishments: an increased 
capacity among the students to concentrate in class 
and study the regular curriculum; a significant im- 
provement in classroom climate; and increased mo- 
tivation among teachers, who were able to control 
their teaching and feel closer to their students as 
well. Furthermore, a follow-up conducted 3 years 
later (Wolmer 2003) showed that compared to a con- 
trol group matched for age and exposure, children 
who participated in the program were described 
by their teachers as functioning more adaptively 
in terms of academic performance, social behavior 
and general discipline. 

14.2.6 Conclusion 



Our global village enjoys rapid communication that 
brings the entire world community closer. As a con- 
sequence, however, we are also affected by remote 
disasters in real time. Our reactions may range from 
disconnection to caring to fear. Most countries tend 
to offer help to other nations affected by massive 
emergencies, but rarely do we invest in our own pre- 
paredness and resilience. Even though it is hard to 
envision massive damage and remain engaged in 
our daily routine, pretending a calamity will not 
happen does not eliminate it as a possibility. The re- 
sponsible solution to this problem is to make pre- 
paredness and resilience part of our daily routine. 
It is not enough, however, to design a plan, not even 
if its implementation is supported by manuals. 
Building preparedness and resilience ought to pen- 
etrate all systems of community care and become in- 
tegrated in their operation. For both professional 



and systemic reasons, childcare offers an excellent 
heuristic for such a program. 

Children may be vulnerable, but with proper 
support for their matrix, and sensitivity to their ca- 
pacity to assume responsible roles even in times of 
disaster, they may serve as active reminders, recip- 
ients, and mediators of systemic integration. The 
model described here incorporates this perspective 
in order to fill the communal fissures created by dis- 
asters and to facilitate resilience and rehabilitation. 
We envisage the model as also applicable during or- 
dinary times for coping with ongoing strains such 
as massive immigration, economic constraints, 
and the challenges of privatization, urban aliena- 
tion, and violence, as well as today’s constant threat 
of terrorism. Leaders who endorse the viewpoint at 
the foundation of this model may be better able to 
transmit hope to their communities, and, in partic- 
ular, to the next generation. 



14.3 A Mobile Mental Health 
Service for Children 
and Adolescents in Germany 



Helmut Remschmidt 

14.3.1 Historical Background 



With regard to progress in child and adolescent 

mental health in Germany, five developments during 

the last 25 years have been decisive: 

1. The Psychiatry Enquete of the Federal Govern- 
ment of Germany (Report 1975) 

2. The Model Program »Psychiatry« of the Federal 
Government of Germany (1980-1985) 

3. The Psychiatry Personnel Equipment Act (step- 
wise introduction between 1991 and 1995) 

4. The inclusion of psychotherapy in the training 
curriculum and in the name of the specialty 
since 1992 »child and adolescent psychiatry 
and psychotherapy« 

5. The law on psychological psychotherapists that 
allows psychologists to perform psychothera- 
peutic treatment with children and adolescents, 
but also with adults independently (1998). 

These five developments have influenced current 

mental health services in a remarkable way. 

1. The Psychiatry Enquete opened the possibility 
for a broad inquiry about the situation of psy- 
chiatry and child and adolescent psychiatry all 
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over what was then West Germany. After the re- 
port of the commission (1975), a Model Pro- 
gram »Psychiatry« was created which was car- 
ried out in 14 regions of the Federal Republic 
of Germany and which evaluated different types 
of services and created new ones. One region 
(Marburg) was devoted exclusively to the evalu- 
ation and establishment of child and adolescent 
mental health services. Many of these newly cre- 
ated services were continued. 

2. The Psychiatry Personnel Equipment Act was re- 
sponsible for more satisfactory staffing of psy- 
chiatric hospitals and services, which led to a re- 
markable improvement in everyday work. 

3. The inclusion of psychotherapy in the curricu- 
lum for child and adolescent psychiatrists and 
the permission for psychologists to perform 
psychotherapy independently have also substan- 
tially contributed to the improvement of mental 
health services for children and adolescents. 



14.3.2 General Guidelines for Child 
and Adolescent Mental Health 
Services 



The Expert Commission for the Model Program 
»Psychiatry« of the Federal Government of Germany 
proposed guidelines for services based on the fol- 
lowing general principles (Report of the Expert 
Commission, 1988, pp. 383-385): 

1. Mental health services for children and adoles- 
cents should be equalized with services for chil- 
dren with other disorders or diseases. 

2. This equality requires an integration of the rele- 
vant services into the field of medicine, though 
there is a broad overlap with other nonmedical 
services. 

3. The services should be community-based, 
avoiding too long distances and too high thresh- 
olds for consultation. It was proposed to define a 
region of approximately 250,000 inhabitants for 
outpatient services and a region of between 
500,000 and 750,000 inhabitants for inpatient 
and complementary services. It should be the 
aim of service planning to treat most of the chil- 
dren and adolescents within their home region. 

4. The services should be qualified to value age and 
developmental stage, the individuality of each 
child and his or her family, and to consider risk 
factors and protective factors in the patient and 
his or her environment. 



14.3.3 The Mobile Mental Health 
Service for Children 
and Adolescents as Part 
of a Comprehensive Service 
System 



14.3.3.1 Conception of the Mobile Service 

The Mobile Service was conceptualized in order to 
fill the gap between clinical outpatient, inpatient, 
and day treatment services delivered in institutional 
settings, in the community, and in the homes of the 
patients. The Mobile Service concentrated on three 
major aims: 

1. Provide aftercare for former inpatients following 

discharge 

- This group of patients comprised those with 
severe psychiatric disorders such as psy- 
chotic states, obsessive-compulsive disor- 
ders, eating disorders, affective disorders, 
etc. The patients had been treated either as 
inpatients, outpatients, or day patients and 
were contacted by the Mobile Service at their 
homes and with the permission of their par- 
ents and also in the kindergarten, at school, 
or at work. 

2. Provide consultations in the countryside 

- The members of the Mobile Service were lo- 
cated in Marburg. They had a vehicle at their 
disposal and held consultation hours in five 
communities within two rural counties in 
the Marburg region with a total population 
of 400,000 inhabitants. 

- As far as the activities of the Mobile Service 
were concerned, all kinds of assessment and 
treatment were possible, except by means of 
medical device. If these were required, the 
patients had to be referred to the outpatient, 
inpatient, or day patient unit of the univer- 
sity department for child and adolescent 
psychiatry of the Philipps University in Mar- 
burg. 

The times for the consultation hours were 
published in the press or announced by 
broadcasting services.. 

3. Provide expert consultation in institutions 

- The third aim of the Mobile Service was to 
provide consulting services for institutions 
working with children, adolescents, and 
their parents that might not have suitable 
expertise. Included were community agen- 
cies such as the youth support system and 
the social support system as well as kinder- 
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garten, clinical institutions, and homes for 
children. These consulting services were of- 
fered upon request to all institutions work- 
ing with children. The consulting service 
was strictly confined to the individual case 
and special case conferences were offered 
to the respective institution. In addition, pa- 
tient-centered supervision was offered to the 
different institutions. 

Furthermore, when the Mobile Service was 
implemented, intensive public relations ac- 
tivities were conducted in the press in the 
Model Region. Press conferences were held 
to inform the population about the mode 
of operation of the Mobile Service. The local 
broadcasting services reported several times 
on the Mobile Service and announced the 
consultation hours. Different newspapers 
in the region published articles about the 
Mobile Service. 

The region that was served by this service 
comprised two rural counties (County I: 
Marburg-Biedenkopf and County II: Wal- 
deck-Frankenberg) with a population of 
400,000 inhabitants and a distance of 100 
km from north to south and 55 km from east 
to west. The population as 1/14 of the total 
population of the federal state of Hesse. 
The region has a predominantly rural char- 
acter with rather poor public transport facil- 
ities and an equally poor infrastructure. 
Whereas the city of Marburg as a university 
location is characterized by a very good in- 
patient and outpatient service structure, this 
is not at all true for the rural counties 
around Marburg. The Model Program cov- 
ered three counties, but only two of them 
(Counties I and II) accepted the Mobile Ser- 
vice as a major part of the mental health ser- 
vices structure. 



14.3.3.2 Utilization of the Mobile Service 

O Table 14.3 gives an overview of the population of 
children and adolescents up to 17 years and the 
number of patients of that age group who attended 
all inpatient, outpatient, and day patient facilities 
during a one-year period. 

O Table 14.4 gives data from a survey of all pa- 
tients attending the different services (nine) which 
were subdivided into primary consultation services 
(PC) and secondary consultation services (SC). The 
inpatient services are not included in the table. 

As O Table 14.4 demonstrates, the Mobile Ser- 
vice served 11.4% of all outpatients and ranked 
4th for all outpatient visits, while outpatient units 
in hospitals ranked 1, child guidance clinics ranked 
2, and early intervention centers ranked 3. Thus, the 
Mobile Service was a remarkable contribution to 
overall service capacity. 

The staff for the Mobile Service was subdivided 
into two teams, each of them serving one county. 
Every team included a child psychiatrist, a clinical 
psychologist, and a social worker. As already men- 
tioned, the teams of the Mobile Service performed 
diagnostic and therapeutic services and were very 
important for fostering interdisciplinary coopera- 
tion in all mental health services in the region. 
The team members of the Mobile Service were all 
trained in the university department of child and 
adolescent psychiatry in Marburg and were super- 
vised by experienced child psychiatrists and psy- 
chologists in this department. 

One of the main aims of our evaluation study 
was to find out how the different services (not only 
the Mobile Service) were utilized by children and 
their families. We analyzed the proportion of pa- 
tients from the respective three counties who uti- 
lized the in- and outpatient services within the 
whole Model Region. As O Table 14.3 demonstrates, 
the proportion of the service users is very different 
in the three counties: 



□ Table 14.3. Utilization of mental health services by children and adolescents (0-17 years) in the three counties 
(Model Region) during the period of 1 year in percent of the total population of that age group 



Counties 


Population 
(0-17 years) 


Number of patients 
(clients) utilizing inside 
and outside of model 
region 


Percentage of the 
population of 
minors (0-1 7 yrs) 


County 1 (Marburg-Biedenkopf) 


50,393 


1,859 


3.7 


County II (Waldeck-Frankenberg) 


33,566 


785 


2.3 


County III (Schwalm-Eder) 


40,029 


630 


1.6 


Total 


123,988 


3,274 


2.6 
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□ Table 14.4. Survey of all patients attending the following outpatient mental health services during the period 
of 1 year 


Primary consultation services 


Number of users 


Percent of users 


1. Early intervention centers 


490 


15.3 


2. Child guidance clinics 


634 


19.8 


3. Adolescent services and public health agencies 


50 


1.6 


4. Psychological practices 


115 


3.6 


5. Other psychological services 


72 


2.3 


Primary consultation services 


1,361 


42.6 


Secondary consultation services 






6. Public consultation centers 


58 


1.8 


7. Outpatient units in hospitals 


1,105 


34.5 


8. Child psychiatric private practices 


307 


9.6 


9. Mobile Service 


366 


11.4 


Secondary consultation services 


1,836 


57.4 


Total 


3,197 


100.0 



a Table 14.5. Mean value of consultation rates per patient and month in the Mobile Service in comparison with other 
primary and secondary consultation services 



Primary consultation services 


Mean relative consultation rate 








In the 


Home 


Total 


N 


No data 




institution 


visits 






available 


1. Early intervention centers 


0.75 


0.13 


0.88 


488 


2 


2. Child guidance clinics 


1.54 


0.02 


1.56 


629 


5 


3. Adolescent services and public 


0.66 


0.02 


0.68 


50 


- 


health agencies 
4. Psychological practices 


2.96 


0.07 


3.03 


111 


4 


5. Other psychological services 


3.78 


0.27 


4.05 


69 


3 


Secondary consultation services 
6. Public consultation centers 


0.90 


0.15 


1.06 


58 




7. Outpatient units in hospitals 


0.94 


0.01 


0.95 


1,100 


5 


8. Child psychiatric private practices 


2.37 


0.00 


2.37 


57 


- 


9. Mobile Service 


2.36 


0.35 


2.72 


354 


12 



1. The most advanced county with the best 
equipped services (County I) shows the highest 
rate of service attenders (3.7%; n = 1,859) among 
children and adolescents below the age of 18. 
County III with the lowest density of services 
shows also the lowest attendance (1.6%; n = 6 30). 

2. Nevertheless, in the relatively well-equipped 
County I (Marburg-Biedenkopf), the total rate 
of attenders does not reach the level of 5%, 
which is postulated as a minimal estimate of pa- 
tients in need of treatment (Castell et al. 1980; 
Weyerer et al. 1988). 

As far as inpatient treatment is concerned (which is 
not the focus of this chapter), three results seem to 
be interesting: 



1. With increasing distance between the place of 
residence and the place of inpatient units, there 
was a decrease in the utilization rate of inpatient 
treatment. 

2. Regions with a better array of outpatient ser- 
vices had a higher rate of referral for inpatient 
treatments, but a significantly shorter duration 
of inpatient treatment. 

3. Patients from regions with fewer in- and outpa- 
tient facilities differed from those where more 
in- and outpatient facilities were available on 
three variables: On average, they were one year 
older (15.1 vs. 14.2 years), had a more severe 
psychiatric diagnosis, and their treatment dura- 
tion was significantly longer (median: 65.0 vs. 
32.0 days). 
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As far as social class is concerned, the Mobile Ser- 
vice reached - next to the outpatient units at hospi- 
tals - the highest rate of patients from the lower so- 
cial classes (21.1% vs. 31.5%). 

□ Table 1 4.5 gives an overview of the intensity of 
treatment of the Mobile Service as compared to 
other primary and secondary consultation services. 

The table shows the mean value of the consulta- 
tion rates per patient and month, including home 
visits. As the table demonstrates, every patient gets 
2.72 consultations with the Mobile Service, which is 
the third rank after the other psychological services 
and psychological practices. The consultation rates 
are similar to those of patients in child psychiatric 
private practices. With regard to home visits, the 
Mobile Service holds rank 1: home visits are carried 
out with every third patient. 

With regard to the diagnoses of the patients that 
were served by the Mobile Service, there is no re- 
markable difference between this service and a child 
psychiatric private practice. The clientele is also 
similar to outpatient units at hospitals. Approxi- 
mately one third of the patients suffer from emo- 
tional disorders, one quarter from special symptoms 
and syndromes (according to ICD-9), 17% from 
conduct disorders and ADHD, 3.4% from psychotic 
disorders, 9.1% from neurotic disorders, 4.7% from 
adjustment disorders, and less than 1% from brain 
damage. These are only the diagnoses on the 1st axis 
(psychiatric syndrome), according to the multiaxial 
classification system of psychiatric disorders in chil- 
dren and adolescents (Remschmidt and Schmidt 
1986). Of course, there were many patients suffering 
from developmental disorders. The numbers are not 
described in this context. 

Within the study described here, we did not in- 
vestigate the efficacy of treatment; we could, how- 
ever, demonstrate that, during an interval of 42 
months, hospital admissions (in relation to the 
number of inhabitants) decreased in those counties 
where outpatient services for children and adoles- 
cents had been improved. The establishment of the 
Mobile Service contributed to this major improve- 
ment. 

14.3.4 Conclusions 



Within the Model Program »Psychiatry« of the Fed- 
eral Government of Germany, we had the unique 
opportunity to study a complete child and adoles- 
cent psychiatric in- and outpatient user population 
in three German counties comprising a total of 



574,000 inhabitants out of whom 123,988 were un- 
der 18 years of age. The total user rate for in- and 
outpatient services differed between the three coun- 
ties and was for the outpatient service 3.7% for the 
most advanced county I (Marburg) and 1.6% for 
County III, which had the lowest density of all types 
of services. In all counties, the proportion of users 
was below the rate of 5% of the total population un- 
der 18 years, which was postulated as a realistic fig- 
ure for psychiatrically disturbed children and ado- 
lescents in need of some kind of treatment. As the 
distance between the place of residence and the 
place of services played an important role in service 
utilization, the conclusion could be drawn that more 
community-based services were necessary. In re- 
sponse to this conclusion, we developed a Mobile 
Service for psychiatrically disturbed children and 
adolescents for two of the three counties of the Mod- 
el Region. This Mobile Service existed for more than 
10 years in County I (Marburg) and worked success- 
fully (Remschmidt and Walter 1989; Remschmidt et 
al. 1986). In spite of this successful work and its ac- 
ceptance by the population, the service had to be 
shut down for financial reasons. 
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15.1 Introduction 



Psychotropics are a necessary, albeit not sufficient 
part of the therapeutic approach to child and ado- 
lescent psychiatric illnesses. Indeed, there are few, 
if any, psychiatric disorders that have their onset 
in this age group for which medications should 
not be considered - either as a primary treatment 
for the syndrome or as a treatment for specific 
symptoms associated with the syndrome. In other 



words, medication treatment may be directed to- 
wards ameliorating the disorder itself (as in the case 
of antidepressant treatment of major depressive dis- 
order) or may be directed towards the improvement 
of specific symptoms known to be sensitive to medi- 
cation effects, while not directly treating the psy- 
chiatric illness per se (for example, aggressive out- 
bursts in autism). 

Research in the domain of child and adolescent 
psychopharmacology has increased immensely over 
the last decade stimulated in part by a growing rec- 
ognition that many child and adolescent psychiatric 
disorders may be amenable to psychotropic inter- 
ventions and by a policy decision by the United 
States government which encouraged the pharma- 
ceutical industry to invest in controlled clinical 
trials of medications in a variety of child and adoles- 
cent psychiatric disorders. Presently, there are sig- 
nificant and growing cadres of sophisticated clinical 
investigators studying the entire gamut of child and 
adolescent psychiatric disorders in terms of medica- 
tion use and a number of journal/newsletter publi- 
cations specific to this field are now available. In 
some cases, these researches have been directed pri- 
marily at the use of medications themselves, while in 
other cases, investigators are addressing the com- 
plexity of joint therapies (for example, antidepres- 
sants plus specific psychotherapies in the treatment 
of major depressive disorder). Spin off studies have 
included pharmacokinetic aspects of psychotropics 
in young people, developmental neurobiology, and 
developmental pharmacology. To date, the available 
randomized, placebo-controlled clinical trial evi- 
dence for the effectiveness of medication treatments 
in child and adolescent disorders, when taken as a 
whole, quite likely exceeds that available for any 
other single therapeutic intervention in this popula- 
tion. 

Along with this new information has been the 
rapid rise in prescription of psychotropics to young 
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people, in the absence of sufficient scientific infor- 
mation to guide optimal treatment. Thus, it is im- 
perative that the practicing clinician be knowledge- 
able about the various medications used to treat 
psychiatric illnesses in this age group and also to 
be proficient in their clinical application. This chap- 
ter provides an overview of the clinical approach to 
pediatric pharmacotherapy and a brief synopsis of 
practical issues related to the pharmacotherapies 
of various psychiatric illnesses in this population. 
For detailed information about pharmacokinetics 
and pharmacodynamics the reader is encouraged 
to consult one of the excellent texts currently avail- 
able (McClellan et al. 2003; Kutcher 1997, 1999, 
2002; Osterheld 1998; Koplewicz and Green 1999; 
Safer 1997; Zito and Riddle 1995; Carrey 2001; 
March and Vitiello 2001; Carrey and Kutcher 1998). 

15.2 General Considerations 



Optimal psychopharmacologic intervention begins 
with careful evaluation of the psychiatric and med- 
ical status of the child or adolescent. Central to this 
is the conduct of a proper diagnostic interview 
which utilizes a phenomenologically based 
approach rather than a theory- driven model. As 
part of this process, some clinicians will utilize 
semistructured interviews such as the KIDDIE- 
SADS to invest in their diagnostic interviewing, 
but others will find this to be a cumbersome task, 
and outside specific academic centers or clinical re- 
search protocols the use of this tool is perhaps not 
necessary. However, a comprehensive approach to 
diagnostic interviewing is needed and the use of di- 
agnostic checklists and careful attention to diagnos- 
tic criteria is found by most clinicians to be essen- 
tial. In most cases, when dealing with young people 
diagnostic interviewing should include not only the 
identified patient, but information should be sought 
from other pertinent sources, in particular, family, 
other significant caretakers, and school teachers. Fi- 
nal diagnosis is based on a composite picture con- 
sidering all sources of information. When infor- 
mants provide contradicting information about a 
young person, it is the responsibility of the diagnos- 
ing clinician to ensure that the differences in infor- 
mation are resolved and that a single »best descrip- 
tor is agreed upon (Carlson 2002; Greenhill et al. 
2003; Kutcher 2000; Guerrero 2003). 



15.2.1 Baseline Medical 

and Psychiatric Assessment 

It is essential to identify the expected therapeutic 
outcomes prior to initiating pharmacological treat- 
ments. In particular, these outcomes must be direct- 
ed towards anticipated improvement in either the 
syndrome or in specific symptoms within the syn- 
drome. In some cases, a combination of both might 
be expected, particularly where medications may 
have a differential effect on some symptoms yet 
act to improve the syndrome concurrently. 

Evaluation of syndromal improvement will be 
determined by defining at a particular point in the 
future whether the individual continues to meet di- 
agnostic criteria for the syndrome in question. 
Thus, for example, if the treatment is of obsessive- 
compulsive disorder, then following the appropriate 
length of treatment with an SSRI medication, the 
patient will be reassessed for the presence or ab- 
sence of obsessive-compulsive disorder using the 
same diagnostic criteria and checklists as at base- 
line. In some cases, remission of the syndrome will 
be identified while in other cases, although the syn- 
drome may be significantly improved, it will not be 
fully remittent. Thus, in addition to syndromal eval- 
uation in terms of outcome, it is necessary to also 
identify specific symptom outcomes as well. 

As a general rule, the optimal manner in which 
to do so is to use validated and reliable rating scales 
to measure severity of syndromes or specific con- 
stellations of symptoms within a syndrome. It is im- 
portant to note that these rating scales are not diag- 
nostic instruments and cannot be used in place of 
an appropriate clinical diagnosis. They do, however, 
provide an excellent method of measurement of 
treatment outcome. 

A variety of such scales are available and they 
generally fall into one of two categories, objective 
and subjective (clinician applied or self-report). 
While there are pros and cons to each type of rating 
scale, in general, the busy clinician should select a 
scale for each specific disorder which is both parsi- 
monious in use and clinically meaningful. Thus, for 
example, in the treatment of major depressive disor- 
der of an adolescent, the Hamilton Depression Rat- 
ing Scale would not be a first choice given that it has 
not been specifically developed for adolescents, but 
a rating scale such as the Kutcher Adolescent De- 
pression Rating Scale would be of value. The appli- 
cation of these scales at baseline provides the neces- 
sary initial evaluation by which to monitor thera- 
peutic change over time. 
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Baseline medical assessment should address two 
areas: (1) the physical examination and systems re- 
view and (2) particular laboratory or other investi- 
gations as necessary. Prior to starting medications, 
the patient should be carefully questioned about 
any physical symptoms that he or she might have 
and an appropriate physical examination should 
be carried out. For example, if a medication may 
be suspected to induce tics or extrapyramidal ef- 
fects, then a baseline neurological examination per- 
taining to those areas should be conducted and 
made part of the patient’s record. In addition, a 
physical symptom checklist is recommended cover- 
ing such common complaints as headaches, diar- 
rhea, etc. This is necessary at baseline, for when so- 
matic complaints arise during the course of medica- 
tion treatment, without a baseline evaluation of such 
symptoms it is not possible to tell whether they are 
indeed medication induced. 

Routine laboratory investigations should be lim- 
ited to those which are known to be associated with 
psychotropic use. For example, lithium carbonate 
treatment should always be initiated only after ap- 
propriate renal and thyroid indices are evaluated, 
while it would be medically unnecessary to evaluate 
similar indices when initiating treatment with an 
SSRI. Of course, should the medical history and 
physical symptoms review identify possible somatic 
disease, then the appropriate diagnostic medical 
evaluations and laboratory assessments need to be 
carried out. 

Specific attention should be paid to possible 
drug interactions and a full listing of medications 
used to treat ongoing medical or psychiatric disor- 
ders should be created. In addition, given the wide- 
spread use of herbal remedies, the clinician should 
specifically inquire as to whether any herbal reme- 
dies are being used to treat the condition and also 
notify the family that should they use such remedies 
that they do so only after consultation with the treat- 
ing physician. The intent here is not to deny individ- 
uals or families the potential of using herbal treat- 
ments, but to ensure that potential drug interactions 
between prescription medication and herbal over- 
the-counter remedies can be avoided. 

15.2.2 Concurrent Nonmedication 
Treatments 



In cases which concurrent nonmedication treat- 
ments are to be utilized (such as family therapy) 
the relationship between these treatments and med- 



ication use should be explicitly identified. This is 
particularly important if another individual is con- 
ducting »psychological treatments« and the clini- 
cian is providing the »medical treatments«. Mis- 
communication between treatment providers can 
create major difficulties for the patient and the fam- 
ily and thus consultation and full discussion with 
any practitioner who is also involved in the child’s 
care prior to the initiation of medication treatment 
is important. During this discussion, particular at- 
tention should be paid to attitudes and beliefs about 
the use of medications and beliefs about primacy of 
therapies. There should be a discussion of expected 
side effects and how they will be managed. In addi- 
tion, a modus operandi between treatment provid- 
ers should be determined with clear-cut guidelines 
of how issues pertaining to medication use will be 
discussed. It is not uncommon for families and pa- 
tients to utilize medications as a »fighting point« 
about family issues and this needs to be understood 
by all individuals involved in the care of the patient 
and the family so as to avoid miscommunications. 

Psychoeducation is an essential component of 
medication treatment. This education must be di- 
rected both towards the disorder or symptoms of in- 
terest and to the medications being used for treat- 
ment. In particular, the patient and family should 
have a good idea of the various alternative medica- 
tions to be used in the treatment and should parti- 
cipate actively in the choice of a particular medica- 
tion. As part of that choice process they should be 
provided with information pertaining to the various 
types of medicines and have a reasonable under- 
standing of their potential effectiveness and adverse 
events. In cases in which adverse events may be sig- 
nificant or severe, it may be prudent to provide a 
written consent form so that patients and families 
can document their understanding of treatment to 
be provided. Additionally, patients and families 
should be instructed on how to deal with common 
side effects. 

During this psychoeducation process, the clini- 
cian must actively address possible myths about 
the medication use ranging all the way from the 
medication being a »magic bullet« to the medication 
being harmful to growth and development or »ad- 
dictive«. It is important that the clinician raise the 
issue of addiction, as many patients or families will 
automatically assume that any psychotropic or psy- 
choactive medication is by definition addictive. In 
other cases, the meaning of medication use as a pos- 
sible last alternative to other care will also need to be 
discussed. These issues need to be identified prior to 
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the initiation of medication treatments and in a clin- 
ical setting will most likely require a therapeutic in- 
tervention that is focused on psychoeducation alone. 
The availability of written materials to assist the pa- 
tients and their families in their research will greatly 
enhance this process and the physician should be 
encouraged to keep such information easily avail- 
able. A number of professional organizations in 
North America and Europe have such information 
easily accessible, such as the American Academy 
of Child and Adolescent Psychiatry, and in those 
cases the patient and family may be referred to their 
websites. 

15.2.3 Evaluation Points 

and Treatment Process 



From the very onset, it is essential to determine a 
priori when treatment efficacy and side effects of 
medications will be measured. To a great degree, 
this is influenced by the characteristics of the pa- 
tient, the disorder and the medication combined. 

In disorders in which symptomatic improve- 
ment is expected to occur soon after the onset of 
pharmacological treatment (such as attention deficit 
hyperactivity disorder, anxiety disorders) treatment 
evaluation points (for both symptom and syndrome) 
should be scheduled within a few days of commenc- 
ing the medication intervention. For a disorder in 
which the treatment outcome is expected to have a 
longer duration before therapeutic emergence, the 
time period should be more appropriately set (such 
as major depressive disorder) for a few weeks. For 
example, in an acute psychotic episode in which 
the individual is exceedingly aggressive and behav- 
iorally disinhibited, treatment evaluation (of anti- 
psychotic medications or benzodiazepines) should 
occur within hours of initiation of the initial inter- 
vention. In disorders such as attention deficit disor- 
der or anxiety, the treatment evaluation should oc- 
cur within 3-5 days of initial intervention. In disor- 
ders such as major depressive disorder or obsessive- 
compulsive disorder treatment evaluation is unlikely 
to be of any value prior to at least 4 weeks of treat- 
ment. Thus, treatment evaluation will range from 
hours to weeks. It is essential that both the patient 
and the family understand what will be the expected 
time course for treatment and not to expect thera- 
peutic outcome to occur prior to the first evaluation 
point and even more likely, not until a specified 
point thereafter. Thus, not only should measurement 
be tailored to the disorder, but patient expectation 



as to time of improvement must be identified rele- 
vant to the disorder as well. 

Many medications are apt to create side effects, 
most often soon after they are administered. Side af- 
fects such as nausea, vomiting, diarrhea, etc. can be 
expected to occur within the first 2-3 days of initi- 
ating treatment. The patient should be notified a 
priori about this possibility and the first evaluation 
of side effects should take place within 2-3 days 
after beginning medication treatment. Side effects 
which are expected to occur later (such as tardive 
dyskinesia) will not need to be assessed soon after 
treatment but will need to be reviewed at an appro- 
priate time thereafter. Some laboratory parameters 
which may be changed after treatment will also need 
to be evaluated at the appropriate time. For example, 
thyroid status should be evaluated 2-3 months after 
initiating lithium therapy and prolactin levels with- 
in 1-2 months after initiating therapy with an anti- 
psychotic medication known to elevate prolactin. 

Patient characteristics may also influence the 
point of assessment, particularly of side effects. In 
exceedingly anxious patients or anxious families it 
is prudent to evaluate side effects sooner than 2- 
3 days from the onset of treatment and often a tele- 
phone conversation regarding how the patient is tol- 
erating the medication will provide both a good 
window on the tolerability of the treatment and also 
serve an anxiolytic function in itself. 

Behavioral and cognitive side effects may be 
found with psychotropic medications. These may in- 
clude irritability, suicidal ideation, and even frank 
disinhibition. These should also be evaluated as part 
of the ongoing evaluation of treatment emergent ef- 
fects from the medications and the patient and fam- 
ily need to be notified about them. These behavioral 
or cognitive side effects secondary to medication 
treatment must be managed much in the same 
way that physical side effects are managed and they 
need to be carefully assessed over time. 



15.3 Medication Approaches 
to Specific Disorders 



15.3.1 Early-Onset Depression 



The prevalence of depression is thought to range 
from less than 1% in preadolescents to up to 5- 
8% in late adolescence. This disorder onset in youth 
is predictive of higher rates of mortality often due to 
suicide, significant morbidity, and a chronic remit- 
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ting, relapsing illness with significant functional 
and vocational impairments. Comorbidity is com- 
mon, particularly with anxiety disorders, and a 
careful psychiatric history focusing on potential 
manic or hypomanic symptoms should constitute 
part of the diagnostic assessment. A family history 
of affective disorder creates a greater weighting to 
the diagnosis. 

A variety of psychological therapies have shown 
putative efficacy in depression in young people, al- 
beit mostly in the adolescent group. These are cog- 
nitive behavior therapy and (much less so in terms 
of clinical trial evidence) interpersonal therapy. Tri- 
cyclic antidepressants have not shown greater effi- 
cacy than placebo and their use is associated with 
significant and potentially toxic adverse events 
and so their utilization in this population is not rec- 
ommended. Data pertaining to the serotonin-specif- 
ic reuptake inhibitors shows some positive efficacy, 
but less so than in adult studies. High placebo re- 
sponse rates make effectiveness analysis problematic 
in some studies. There may be an age gradient ef- 
fect, with older youth showing a slightly better re- 
sponse than younger youth, but the data at this point 
is not clear. The best available efficacy available data 
are for the SSRI fluoxetine. 

If SSRIs are to be used, baseline medical evalu- 
ation should include an appropriate medical history 
and a pregnancy test in sexually active females. 
Further screening investigation such as laboratory 
tests are not necessary and should not be performed 
unless clinically indicated. A number of rating scales 
can be used to provide a measure of symptom sever- 
ity such as the Beck Depression Inventory, the Child 
Depression Inventory or the Kutcher Adolescent De- 
pression Scale. These are all scales with reasonably 
good psychometric properties and can be used not 
only at baseline, but at appropriate evaluation points 
during treatment to determine efficacy of care. 

Recently, regulatory authorities in the United 
Kingdom have advised against the use of some 
SSRIs in the treatment of depressed children and 
adolescents due to concerns about efficacy and po- 
tential suicidal ideation. Such concerns have not in 
the main been shared by clinical investigators. The 
FDA is currently reviewing the data on this issue 
(Schulz et al. 2001; Kastelic et al. 2000; Martin et 
al. 2000; Brooks et al. 2003; Nobile et al. 2003; Varley 
2003). 



15.3.1.1 Acute Treatment 

Hospitalization can be considered for the youngster 
who presents with significant suicidal ideation as 
well as depression. As noted above, in terms of phar- 
macological treatments, SSRIs are considered to be 
first-line choices, but care must be taken to discuss 
with the family the risks and benefits of this inter- 
vention. In particular, recent concerns about possi- 
ble induction of suicidal ideation or suicidal-type 
behaviors with the use of SSRIs must be discussed 
and the results of the decision documented in the 
patient chart. In all cases, national regulatory body 
directives must be followed by clinicians when pre- 
scribing medications. Insufficient data exists to re- 
commend for the use of other antidepressants such 
as venlafaxine, nefazodone, or bupropion and due to 
the risk of hypertensive episodes, significant dietary 
restrictions, and the lack of demonstrated effective- 
ness with monoamine oxidase inhibitors, their use 
is not recommended. 

If the depression is accompanied with signifi- 
cant psychotic symptoms, the use of an antipsycho- 
tic medication combination with SSRIs should be 
considered, although there is a dearth of research 
in this domain. Electroconvulsive therapy has been 
reported in the literature to be effective in cases of 
psychotic depression in adolescents which have 
proven to be refractory to antidepressant and anti- 
psychotic combination therapy. 

Significant clinical improvement is unlikely to 
occur prior to 4 weeks of continuous therapy at an 
appropriate therapeutic dose. It is recommended, 
however, that a target date of 8-10 weeks be identi- 
fied at the beginning of treatment as the point at 
which decisions about further treatment or treat- 
ment changes will be entertained if lack of efficacy 
or partial efficacy has been demonstrated. Intoler- 
able side effects occurring prior to that time will 
most likely require a change in antidepressant re- 
gime and side effects should be measured on a 
weekly basis. Should a positive treatment response 
occur, that same medication continued at the dose 
which led to remission should be continued for 
about a period of 1 year and if a discontinuation 
is determined subsequent to that, it is imperative 
that the medicine be discontinued gradually, per- 
haps over a period of 23 months. 

In the case of partial or nonresponse, it is nec- 
essary to re-evaluate the diagnosis, review compli- 
ance, and address the possibility of comorbidities, 
in particular substance abuse. Reasonable treatment 
strategies consist of the following: 
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1. Gradual increase of medication to an optimal 
dose (titrating against adverse effects) 

2. Augmenting the initial medication with either 
lithium or tri-iodothyronine 

3. Substituting another antidepressant medication 
for the initial compound. 

Unfortunately, there is very little data available to 
guide clinicians in any of these alternative strategy 
choices. Care must be taken if lithium augmentation 
is implemented, as the lithium is lethal in overdose, 
its use is associated with significant side effects in- 
cluding neurological, dermatological and metabolic, 
and it requires blood monitoring, which may not be 
easily accepted by youngsters. Combination thera- 
pies (the combining of two antidepressants), while 
popular in treatment refractory adult depression, 
has not been appropriately evaluated in adolescents 
and should only be considered and implemented in 
academic settings in which practitioners have exten- 
sive use with these compounds. In addition to the 
difficulties noted above, serotonin syndrome may 
be more problematic in young people than in adults. 
If electroconvulsive therapy (ECT) is considered ap- 
propriate, safeguards for the patient must be imple- 
mented, including independent second opinion and 
informed consent signed by the patient and parents 
or legal guardian. Local jurisdictions may have legal 
qualifications regarding the use of ECT in young 
people and physicians need to be aware of those. 
A practice parameter for the use of extra electrocon- 
vulsive therapy with adolescents is available from 
the American Academy of Child and Adolescent Psy- 
chiatry. There is insufficient data to support the use 
of ECT in children. 



15.3.1.2 Continuation Treatment 

Continuation treatment will be necessary (as men- 
tioned above) in preventing relapse. In cases where 
psychotherapy has not been initiated during the 
acute treatment phase, the continuation phase may 
provide a good opportunity to introduce cognitive 
behavior or interpersonal therapy so that when 
medications are withdrawn, the patient can con- 
tinue on a psychotherapeutic regime. Those patients 
who have exhibited two or more depressive episodes 
or who have had serious suicide attempts during a 
depressive episode may be considered for longer 
continuation therapy than 1 year’s time if they have 
demonstrated a good response to antidepressant 
treatment. In every case, duration of treatment 



and decisions pertaining to treatment discontinua- 
tion must be made in concert with the patient and 
the patient’s family and whenever possible, periods 
of high stress (such as school exams) should be 
avoided when medications are being discontinued. 

Dysthymic disorder at this time is considered to 
be treated pharmacologically much the same as ma- 
jor depressive disorder, although sufficient clinical 
research data to guide its treatment in both pharma- 
cological or psychotherapeutic modalities is not 
currently available. 

15.3.2 Bipolar Disorder 



Currently, there is active academic debate about the 
presentation, prevalence, and clinical components of 
pediatric bipolar disorder. In adolescence, clear type 
I bipolar disorder can be diagnosed and small sam- 
ple studies have suggested a variety of potentially ef- 
fective treatments, including lithium carbonate, 
valproate, and some antipsychotics. In prepubertal 
children, the diagnostic issues are much more con- 
fusing and great care must be taken to ensure that 
the patient does indeed have a bipolar disorder prior 
to initiating treatment. A family history of bipolarity 
may be of assistance in this assessment. From a co- 
morbidity standpoint, it is essential to evaluate the 
potential effects of a substance abuse problem on 
symptom presentation and in prepubertal cases, 
the possible diagnosis of attention deficit disorder 
will need to be addressed. However, the exceedingly 
high rates of ADHD reported in some studies may 
be, in the opinion of this author, an artifact of the 
evaluation process, as many carefully constructed 
studies addressing this issue are not able to find evi- 
dence of attentional problems amongst adolescent- 
onset bipolars. Prepubertal-onset bipolars (should 
the diagnosis prove to be a robust one) may have 
further attentional problems which may not be clas- 
sic ADHD but part of cognitive disruption that oc- 
curs with a bipolar disorder (Kusumakar et al. 2002; 
Kutcher 2000; Biederman et al. 2000; Ryan et al. 
1999; Licht et al. 2003; Kowatch et al. 2003). 



15.3.2.1 Acute Treatment 

Amongst the thymoleptics, lithium and valproate 
may be considered first line pharmacological treat- 
ments for bipolar disorder in young people. Clinical 
experience and some preliminary research evidence 
suggests that antipsychotic medications such as the 
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new atypicals may be useful by themselves or in 
combination with thymoleptics. Aggressive or disin- 
hibitive behaviors may be addressed by using low 
potency, highly sedating antipsychotics such as 
chlorpromazine or low doses of moderate duration 
benzodiazepines such as clonazepam. In cases 
where a response to medication treatment is inade- 
quate, electroconvulsive therapy could be consid- 
ered. In these cases, ECT should be confined to the 
adolescent population, should be bilateral in its ap- 
plication, and should occur only following informed 
consent, independent psychiatric consultation and 
must conform to local therapeutic and regulatory 
requirements. 

The depressive episodes of the bipolar disorder 
can be treated with antidepressant medications but 
caution must be taken to prevent cycling. It is essen- 
tial that compliance to thymoleptic medication be 
immediately reviewed if depressive symptoms oc- 
cur, and should serum levels be less than expected, 
the thymoleptic adherence will need to be ad- 
dressed. Some evidence suggests that light therapy 
at 10,000 lux given twice daily may be beneficial 
when depressive symptoms occur if it added to on- 
going thymoleptic treatment. A small case series of 
lamotrigine added to thymoleptics provided sugges- 
tive evidence that it may be of benefit in the de- 
pressed phases of a bipolar disorder in teenagers. 



15.3.2.2 Continuation Treatment 

Continuation therapy is necessary for adolescents 
with bipolar illness. In every case of bipolar disor- 
der, psychoeducation about the illness and the med- 
icine is necessary. Family interventions may be di- 
rected towards instrumental aspects of functioning, 
and school interventions will be necessary as well. 
Some evidence suggests that bipolar patients may 
have specific mathematics deficits which will require 
careful education academic planning evaluation and 
vocational counseling. 

The treatment goals of the continuation phase 
are to prevent reoccurrences and to optimize func- 
tioning. If the disorder recurs, early intervention 
with appropriate pharmacological compounds will 
often abort the episode or decrease its amplitude 
or duration. At this point in time, there is disagree- 
ment amongst authorities about the optimal dura- 
tion of continuation therapy following the first 
manic episode. It is my opinion that if a clear bipolar 
disorder exists, treatment should be continued for a 
minimum of 2 years of euthymia prior to any dis- 



cussions pertaining to discontinuation of medica- 
tion treatment. If treatment discontinuation is con- 
sidered, a very gradual tapering of thymolytic med- 
ications is indicated, as rapid tapering may be asso- 
ciated with an increased suicidality or enhanced risk 
of relapse. The bipolar patient taking no medica- 
tions should be followed as closely as the one who 
is taking medications in order that should symp- 
toms arise, treatment can be immediately re-estab- 
lished. Such monitoring does not necessarily need 
to be through the psychiatrist’s office, but can be 
done collaboratively with a well-informed general 
practitioner or public health nurse. 

1 5.3.3 Schizophrenia 



The prevalence of schizophrenia prepubertally is 
very low, but the incidence increases over the ado- 
lescent and into the young adult years, reaching 
adult levels by about age 25. Antipsychotic medica- 
tions are a necessary but not sufficient component 
of the treatment of the schizophrenic youngster 
and early identification and appropriate interven- 
tion has been shown to improve clinical outcomes. 
While a number of comorbidities may exist concur- 
rent with schizophrenia, perhaps the most common 
is substance abuse, which needs to be carefully eval- 
uated, particularly in the adolescent patient. This in- 
cludes alcohol, tobacco, and »soft« drugs as well as 
»hard« drugs. 

Baseline evaluation of the youngster suffering 
from schizophrenia begins with a thorough diagnos- 
tic evaluation. At times, the diagnosis may not be 
completely clear, for example, a schizophreniform 
disorder may be a presenting picture or a bipolar 
disorder may be considered. In such cases, the diag- 
nosis must be made in a tentative manner and treat- 
ment should be initiated based on the most reason- 
able therapeutic consideration. A comprehensive, 
multimodal intervention program should be avail- 
able from the beginning of treatment and often 
short-term hospitalization may be necessary not 
only to treat an acute psychotic episode but also 
to ensure that the appropriate community treatment 
supports are put into place. These should usually in- 
clude family or group therapy and vocational or aca- 
demic interventions, as well as antipsychotic medi- 
cations and case management, where appropriate. 

Baseline symptom assessment should be con- 
ducted prior to the initiation of antipsychotic treat- 
ments. Ideally, this could include either the Brief Psy- 
chiatric Rating Scale or the Positive and Negative 
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Syndrome Scale. A neurological examination focus- 
ing on the motor system and documenting presence 
or absence of any extrapyramidal or dyskinetic 
movements should be undertaken, and the use of 
an instrument such as the Extrapyramidal Rating 
Scale and the Abnormal Involuntary Movement Scale 
prior to initiating treatment is highly recommended. 
Medical investigations may include a variety of neu- 
roimaging studies, but these are unlikely to be of di- 
agnostic benefit and, in my opinion, further neuro- 
logical or laboratory testing should arise from clin- 
ical presentation and not be used as a routine screen- 
ing approach (Findling et al. 2003; Remschmidt et al. 
2000; Gillberg 2000; Bryden et al. 2001). 



15.3.3.1 Acute Treatment 

An acute psychotic episode is usually treated in a 
general hospital setting both to provide safety for 
the patient and to commence medication therapy. 
During the hospitalization, a psychoeducation pro- 
gram pertaining to schizophrenia and the medica- 
tions used to treat the disorder should be an essen- 
tial component of the therapeutic intervention. At 
this time, planning for a comprehensive multimodal 
outpatient treatment program should be underta- 
ken, and a variety of academic and vocational as- 
sessments should be performed as well. 

To date there is insufficient evidence to suggest 
which antipsychotic medication would be most ap- 
propriate for treating children and adolescents with 
schizophrenia or similar psychoses. The »typical« 
antipsychotics have been successfully used in the 
past, but the high potency »typical« medications 
such as haloperidol have the propensity to increase 
extrapyramidal symptoms and their use is asso- 
ciated with higher rates of dystonias. The low po- 
tency »typical« antipsychotics such as chlorproma- 
zine and thioridazine have the disadvantage of seda- 
tion. Flupenthixol, which is available in many coun- 
tries in both oral and intramuscular form, is a rea- 
sonable choice of a »traditional« antipsychotic. 

The new atypical antipsychotics are currently 
under investigation and may be more suitable for 
young patients due to their relative lack of extrapyr- 
amidal side effects. However, some of these have 
their own difficulties, including olanzapine, which 
is associated with significant weight gain, and ris- 
peridone, which may increase prolactin levels. 
These compounds may also provide advantages over 
»typicals« in treating negative symptoms; however, 
this information is not available on the basis of solid 



research evidence in young people. Clozapine, the 
first of the atypical agents, has shown good antipsy- 
chotic effect in open label studies, but given its po- 
tential for inducing agranulocytosis and the com- 
plexities of its monitoring, should at this point be 
reserved for treatment-resistant cases. 

For psychotic youth presenting in an acute agi- 
tated state, low potency »typical« medications can 
be given intramuscularly if necessary. Alternatively, 
sedating, low potency »typical« antipsychotics such 
as chlor promazine may be given in a liquid form. 
Some clinicians prefer to add low doses of rapid act- 
ing benzodiazepines such as lorazepam to atypical 
antipsychotics in the acute phase, using the benzo- 
diazepine to control agitated behavior. Resolution of 
acute symptomatology follows a pattern in which 
sleep and vegetative functioning seem to be restored 
first, followed by improved socialization and then 
more gradual resolution of the thought disorder. 
The anticipated initial time line is 4-6 weeks on ap- 
propriate amounts of antipsychotic treatment and 
evidence available clinically to date and from the 
few studies reported suggest that low doses of atypi- 
cal antipsychotic medications such as 3 mg of ris- 
peridone daily or its equivalent might be a reason- 
able initial therapeutic dosing target for young peo- 
ple with schizophrenia. 



15.3.3.2 Continuation Treatment 

Following the resolution of the acute psychotic epi- 
sode, it is recommended that the same medication 
be continued at the same dose for a minimum of 
12 months. However, the completion of 12 months 
is not a signal to discontinue treatment, but rather 
it is an opportunity to evaluate the most appropriate 
dose for the patient and review the diagnosis. The 
main goals of treatment are to prevent relapse and 
optimize functioning, and these require not only 
antipsychotic medications but a variety of psycho- 
social interventions as well. Outpatient treatment 
must include both components. 

A portion of patients can be expected to demon- 
strate a relatively poor response to antipsychotic 
medication and clinically it is essential to determine 
whether or not a less-than-optimal response is due 
to true treatment resistance or is associated with a 
lack of adherence to treatment. It is exceedingly 
common, particularly in the adolescent age group, 
for patients with schizophrenia to forego taking 
their medications and to seek other forms of chem- 
ical intervention, particularly street drugs. Thus, 
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prior to a clinician concluding that the patient is rel- 
atively resistant to antipsychotic treatment, a thor- 
ough assessment of treatment adherence and poten- 
tial substance abuse must be conducted. Following 
that, optimization strategies such as dose increase 
to tolerability may be considered, as might switch- 
ing to another antipsychotic medication. Should 
the individual not show substantive clinical re- 
sponse to a trial of two different antipsychotics, clo- 
zapine could be considered. 

15.3.4 Anxiety Disorders 



Anxiety disorders are arguably the most common 
psychiatric disturbance in children and adolescents. 
They have different age points of onset for different 
disorders. Obsessive-compulsive disorder onsets in 
latency- aged children and again with a larger inci- 
dence peak in early adolescence. Panic disorder 
tends to come on more strongly in the late adoles- 
cent years, although separation anxiety disorder 
with »panic-like« episodes may occur in younger 
children and may foreshadow panic disorder. Social 
anxiety disorder tends to come on in later childhood 
and early adolescence, but it may be proceeded by 
generalized anxiety and excessive behavioral inhibi- 
tion. 

In anxiety disorders, as in mild to moderate de- 
pressions, psychotherapeutic intervention may be 
considered prior to pharmacological interventions. 
For example, cognitive behavior therapy has been 
demonstrated to be effective in youth with obses- 
sive-compulsive disorder and may be of help in 
panic disorder and social anxiety disorder as well. 
If medications are considered in these disturbances, 
they should be initiated as part of a comprehensive 
treatment plan which may entail a variety of individ- 
ual psychotherapies or group interventions. Short- 
term, focused family treatments may be of help, par- 
ticularly in dealing with practical issues pertaining 
to the management of obsessive-compulsive disor- 
der. In all cases, psychoeducation about the illness 
and the medications should be provided (Varley et 
al. 2003; Walkup et al. 2002; Findling 2002; Label- 
larte et al. 1999). 



15.3.4.1 Obsessive-Compulsive Disorder 

Baseline assessment of obsessive-compulsive disor- 
der should include a comprehensive symptom re- 
view and a checklist such as the Yale-Brown Obses- 



sive-Compulsive Scale or the Children’s Yale-Brown 
Obsessive-Compulsive Scale. Medications with 
strong serotonin inhibition properties are the treat- 
ment of choice for obsessive-compulsive disorder. 
Fluvoxamine, fluoxetine, clomipramine, citalopram, 
and sertraline may be all effective in this condition. 
Initiation of treatment should be done at low doses, 
with gradual increments designed to reach the puta- 
tive therapeutic dose occurring over 1-2 weeks. A 
minimum of 10-12 weeks at this initial therapeutic 
dose is necessary to fully determine effectiveness 
of treatment. Ideally, medication treatment should 
be paired with cognitive behavior therapy, if it is lo- 
cally available. 

The assessment of treatment efficacy at 12 weeks 
is recommended and alterations in medication use 
or cognitive therapy administration can be made 
at that time. Partial responders may require higher 
doses of selective serotonin reuptake inhibitors or 
may benefit from a switch to a different SSRI. To this 
point in time, there is insufficient evidence of the ef- 
ficacy of augmentation therapies in this age group to 
make data-based recommendations for that use. 



15.3.4.2 Panic Disorder 

Panic disorder has been shown to be responsive to 
both SSRIs and medium duration benzodiazepines 
such as clonazepam. The relative merits of each of 
those medications should be discussed with the 
family, and family and patient preference should 
guide treatment selection. If there are concerns 
about substance abuse or addiction, including a 
family history of alcoholism, benzodiazepines may 
not be the medications of choice. However, they 
can be often used judiciously in small amounts for 
short periods of time and can possibly enhance ad- 
herence to cognitive behavior therapy or enhance 
the initial response to SSRI treatment. Baseline as- 
sessment should include a panic attacks diary and 
evaluation of anticipatory anxiety and phobic avoid- 
ance, perhaps using a 10 cm visual analogue scale. 
Behavior therapy may be indicated if severe avoid- 
ance has created an agoraphobic type situation. 
Continuation treatment of 9-12 months following 
the last panic episode should be clinically consid- 
ered and upon a decision to terminate medication 
treatment, a very gradual tapering of medication 
with ongoing monitoring for the presence of symp- 
tom breakthrough is suggested. 
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15.3.4.3 Social Anxiety Disorder 

Social Anxiety Disorder may be responsive to SSRI 
medications, and currently available data suggests 
that young people as well as adults tend to show a 
good response to this intervention. A recommended 
assessment tool is the Kutcher Social Anxiety Disor- 
ders Scale, which provides a comprehensive assess- 
ment of both symptoms and disability. Beta blockers 
may be of value in specific social anxiety such as dif- 
ficulties in public speaking, but are not recom- 
mended for use with generalized socialized anxiety 
disorder. Optimal duration of initial treatment is 
unclear, but as many individuals who have social an- 
xiety disorder show a waxing and waning of their 
anxiety symptoms over time it may be reasonable 
to reassess treatment at 6-month intervals. Clini- 
cally, behavior therapy should be provided to assist 
in the resolution of most feared social situations and 
counseling about alcohol abuse risk should be pro- 
vided. 



15.3.5 Attention Deficit Hyperactivity 
Disorder (Hyperkinetic 
Disorder) 



AHDH is the most prevalent of prepubertal psy- 
chiatric disorders and affects both males and fe- 
males, with a total population prevalence of about 
3-5%. The clinical treatment of ADHD is well estab- 
lished, and primary to successful treatment is the 
use of a psychostimulant medication. Some indivi- 
duals may additionally benefit from focused behav- 
ior therapy, classroom modifications, or parent 
training interventions. However, the available data 
does not support full scale individual psychotherapy 
interventions as the primary approach in this dis- 
order. 

The treatment of the child with ADHD should 
involve not only the child and family, but also the 
school, as interventions need to be demonstrated 
to be successful in the classroom as well as in the 
home. Current clinical thought suggests that treat- 
ment be continuous and cover the entire day and 
not be directed only at school functioning. Long- 
term treatment for ADHD may be expected to de- 
crease the incidence of future substance abuse and 
severity of conduct disorder. Comorbidities include 
learning disabilities, tic disorders, conduct disorder, 
and oppositional defiant disorder. Some of these co- 
morbidities may require alternative treatment strat- 
egies, but in every case an initial trial of medications 



directed towards ameliorating ADHD symptoms 
should be attempted (Greenhill et al. 2002; Pliszka 
2001; Kutcher et al. 2004; Markowicz et al. 2003). 

15.3.5.1 Acute Treatment 

First line medication treatments for ADHD are the 
psychostimulants, including methylphenidate, dex- 
tra-amphetamine, and adderall. A variety of long- 
acting stimulant preparations are also now available 
on the market and should an individual patient 
show a relatively robust treatment response to a 
short acting psychostimulant, then consideration 
should be given to continuing treatment with a 
long-acting stimulant for ease of delivery and en- 
hanced adherence to treatment. 

At baseline, a thorough medical evaluation in- 
cluding height and weight should be conducted 
and appropriate symptom rating scales such as the 
Connors or SNAP should be used to monitor treat- 
ment response over time. 

The introduction of atomoxetine into the market 
place may provide an alternative to psychostimulant 
treatments as a first-line treatment for ADHD. Tri- 
cyclic antidepressants have been utilized in the past, 
but are not recommended due to their side effects 
and potential cardiotoxicity. Pemoline, a medication 
also used in the past, is not recommended due to the 
possibility of fatal liver failure. Other medications 
which have some effect in ADHD include clonidine 
and bupropion. Bupropion may be considered when 
depression is comorbid with ADHD. The evidence 
for the efficacy of clonidine is, in my opinion, rela- 
tively limited and the difficulties associated with its 
use clinically preclude widespread adoption of this 
intervention. Recently, risperidone has been shown 
to improve a variety of symptoms, particularly in 
youngsters with comorbid conduct symptoms and 
ADHD. 



15.3.5.2 Continuation Treatment 

Long-term medication treatment of ADHD is rec- 
ommended; however, the data available for contin- 
ued efficacy for long-term interventions is limited. 
This in part is due to the fact that appropriately de- 
signed long term studies are few and many of them 
are characterized by an inability to maintain sub- 
jects on continuous psychostimulant treatment. 
Dose response should be evaluated, at least on a 
yearly basis, as should growth parameters height 
and weight. Clinically, a number of individuals with 
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mild ADHD may successfully transition from med- 
ications into self-developed coping strategies during 
the adolescent years. Other individuals may require 
medication treatment for ADHD into adulthood. 

Tics may occur concurrently with ADHD or may 
be found independent of ADHD. When tics occur 
with ADHD, current clinical approaches suggest uti- 
lizing psychostimulants and monitoring the situa- 
tion with the tics. Should they worsen on psycho- 
stimulants a small amount of antipsychotic medica- 
tion such as risperidone may be indicated. If Tour- 
ette syndrome is present without ADHD, treatment 
with antipsychotic medications at low dose should 
be considered. Clonidine has been utilized in in- 
dividuals with ADHD and concomitant Tourette’s; 
however, the efficacy of this compound in ADHD 
is to my mind underwhelming and the available evi- 
dence for its use in this comorbid presentation does 
not support its use as a first-line intervention. 

15.3.6 Mental Retardation and 
Pervasive Developmental 
Disorders 



There is no pharmacological treatment for mental 
retardation or pervasive developmental disorders. 
In these cases, pharmacotherapy is directed towards 
specific symptoms which are known to be or 
thought to be amenable to medication intervention. 
Care must be used prescribing medications to these 
youngsters, as behavioral and physical side effects of 
medications may be more profound in this group - 
in particular - disinhibition with the use of benzo- 
diazepines and extrapyramidal side effects and tar- 
dive dyskinesia with antipsychotics. Medications in 
these groups should be used with caution and »start 
low and go slow« is an important adage to follow. 
Careful documenting of symptoms targeted for 
pharmacotherapeutic intervention should be con- 
ducted prior to treatment and then at appropriate 
points throughout. As treatment is likely to be long 
term, structured, comprehensive semiannual reas- 
sessment is suggested. As consent cannot be given 
to treatment from the individual, it must be ob- 
tained from the parent, or legal guardian (Pliszka 
et al. 2003; Spencer et al. 2002; Steiner et al. 2003; 
Tourbiu 2003; Santosh et al. 1999; McCracken et 
al. 2002). 



15.4 Integrating 

Psycnopharmacology 
into Routine Care 



With the rapid rise in the use of psychotropic agents 
in psychiatric disorders of children and adolescents, 
there have been many concerns raised about the ap- 
propriateness of this use. Undoubtedly, there are 
cases in which medications are used inappropriately 
and undoubtedly there are cases in which medica- 
tions have not been used at all, though they would 
be highly recommended and highly valuable. At this 
point in time it is not beneficial and indeed is un- 
helpful to engage in discussions about whether or 
not too many medicines are being used in children 
and adolescents or whether or not as a general 
theme children and adolescents are being »drugged« 
instead of »therapized«. Such discussions do little to 
advance understanding of the complexities of ther- 
apeutic intervention for child and adolescent psy- 
chiatric disorders and reflect philosophically based 
and often prejudicial paradigms pertaining to treat- 
ment which do more to describe the holder of the 
constructs than to elucidate helpful interventions 
for populations to which treatment is directed. 

A number of factors impact on the psychophar- 
macologic treatment of child and adolescent psy- 
chiatric disorders. There still exists a social reluc- 
tance to diagnosis psychiatric disturbance in child- 
hood, as if brain illnesses were somehow less de- 
serving of medical attention than other disorders. 
A great deal of stigma, which in adults is expressed 
as discrimination against the mentally ill, is more 
subtly presented in the social reluctance to counte- 
nance the severity of mental disorders in children 
and to deny mentally ill young people medicines 
of proven benefit. The metaphor of the »tabula rasa« 
of childhood still resonates within the area of mental 
health, although it has long been superceded in 
other chronic conditions of childhood such as can- 
cer and cystic fibrosis. In addition, outdated and 
unvalidated models of intervention arising from 
analytically driven psychotherapies and child guid- 
ance still create predominant influences in the pub- 
lics’ mind as to how mental disturbances should be 
primarily addressed in children. 

In addition, significant concerns about the effect 
of psychopharmacologic agents on the developing 
brain and the expression of behavioral side effects 
from psychotropics have raised popular concern 
about the use of medicines in children. Recent dis- 
cussions about the potential suicidal-inducing ef- 
fects of SSRIs has been an example in point. In 




References 



219 



15 



the absence of sufficient scientific data on this topic, 
regulatory bodies in the United Kingdom have come 
out with strong prohibitory stances about the use of 
SSRIs in children and adolescents. Such pronounce- 
ments may be driven as much by social ideology as 
by scientific approaches and illustrate the complex- 
ities of psychopharmacologic intervention in chil- 
dren and adolescents in which treatment of severe 
and chronic illnesses is necessary, while at the same 
time the health of youth needs to be optimally en- 
hanced. More research, such as the recently pub- 
lished study by Olfson et al. 2003 into the relation- 
ship between antidepressant medication and suicide 
in adolescents, is necessary to inform not only clin- 
ical practice but health policy as well. 

One positive contribution to this issue would be 
a significant enhancement in the training of child 
and adolescent psychiatrists in psychopharmacol- 
ogy. To date, insufficient attention has been paid 
in many training programs in North America and 
Europe in ensuring that child and adolescent psy- 
chiatrists are highly skilled in all areas of psycho - 
pharmacology. Additionally, while research pro- 
grams have begun to develop in this domain, they 
are still relatively few and far between and have 
not yet led to a creation of a sufficiently large body 
of clinically useful knowledge that is scientifically 
based on appropriate clinical trials evidence. Thus, 
both training programs and research programs in 
this area must be a priority in development for 
the specialty. 

In clinical terms, it is essential that health systems 
have within them expertise in child and adolescent 
psychopharmacology. The plethora of well-defined 
and evidence-based therapeutic interventions with 
the use of medications in many disorders of children 
and adolescents means that these disorders should be 
treated appropriately with medications and it means 
that expertise in their treatment needs to be available 
to the general public. As health systems are struc- 
tured in different ways internationally, it is impossi- 
ble to provide a simple programmatic suggestion for 
optimizing such interventions. However, as a guiding 
policy principle, it is possible to suggest that within 
every health jurisdiction, expertise in child and ado- 
lescent psychopharmacology be part of the service 
provision model available for children and adoles- 
cents. Whether this is located within a mental health 
system or within a pediatric health system frankly is 
irrelevant as long as it is available. In addition, a fa- 
cility in which young people can be therapeutically 
housed for short periods of time, if necessary, to pro- 
vide sophisticated medication interventions should 



also be available, although the vast majority of cases 
can be treated on an outpatient basis. 

While these problems are significant for Western 
Europe and North America, they are even more 
magnified within the developing world in which ex- 
pertise in this domain is sadly lacking and in which 
universal access to even the most basic pharmaco- 
logical interventions is very often not available. 
Therefore, as part of the development of expertise 
in this domain, care must be taken to ensure that 
global inequities in knowledge and treatment avail- 
ability not be continued or further enhanced by fo- 
cusing all our training and research efforts within 
the » Western World«. Indeed, through the use of 
such international organizations as the Global For- 
um on Health Research, the World Health Organiza- 
tion, the Pan American Health Organization, and 
perhaps the World Psychiatric Association, the de- 
velopment of training and research programs de- 
signed to meet the needs of the developing world 
in the domain of child and adolescent psychophar- 
macology should be brought forward as a priority. 
This of course can be embedded in the larger need 
for providing evidence-based child and adolescent 
mental health services in low- and middle-income 
countries so that when these services are developed 
that psychopharmacology is a part of them from the 
beginning (Vitiello 2001; Rey et al. 2003; Mitka 2003; 
Glenberg 2003; Olfson et al. 2003). 
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This chapter aims to discuss, with examples, four 
questions that might arise when considering any 
treatment. Firstly, does it work? Secondly, for whom 
does it work? Thirdly, how does it work? And 
fourthly, will it work in ordinary clinical practice? 

16.1 Does It Work? 



Children are brought to clinics with a problem, and 
if the treatment gets rid of the problem, it can be 
said to have worked. There is a growing array of evi- 



dence for effectiveness of treatments in several do- 
mains of childhood psychopathology. This chapter 
does not review these; the reader is referred to the 
previous chapters in this book, and to recent excel- 
lent books such as What Works with Children and 
Adolescents by Carr (Carr 2004); What Works for 
Whom, a Critical Review of Treatments for Children 
and Adolescents by Fonagy and colleagues (Fonagy 
et al. 2002); Evidence-based Psychotherapies for Chil- 
dren and Adolescents by Kazdin and Weisz (Kazdin 
and Weisz 2003); and Handbook of Interventions 
That Work with Children and Adolescents by Barrett 
and Ollendick (Barrett and Ollendick 2004). 

Broadly, these suggest that there is good evi- 
dence for (a) the effectiveness of cognitive-behavior- 
al approaches with internalizing disorders such as 
anxiety, depression, phobias, and posttraumatic 
stress disorder; (b) for parent-training with opposi- 
tional-defiant disorder, hyperactivity symptoms/ 
milder ADHD; (c) for behavioral approaches with 
a number of behavioral problems from bedwetting 
to sleeping difficulties; (d) for family therapy with 
anorexia; (e) for multimodal approaches with severe 
conduct disorder; and (f) for stimulant medication 
with ADHD/the hyperkinetic syndrome. 

In contrast, there is little good evidence for the 
effectiveness of (g) psychodynamic psychotherapy 
for any disorder; (h) residential treatment for any 
disorder, especially conduct disorder; (i) any inter- 
vention (psychotherapeutic or medical) for the core 
features of mental retardation or autism; (j) any spe- 
cific professional intervention for the broader se- 
quelae of harmful experiences such as sexual abuse 
or prolonged neglect; (k) tricyclic or specific seroto- 
nin reuptake inhibitor antidepressants for adoles- 
cent depression. 

Often this is because of a paucity of research 
rather than confirmation that it is ineffective; so re- 
garding effectiveness, »lack of evidence is not evi- 
dence of lack«. However a number of trials have 
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failed to show SSRIs work with depression in adoles- 
cents, leading the UK Department of Health in 2004 
to virtually ban their use, with the exception of 
fluoxetine, for which the evidence of effectiveness 
is also not strong. 

16.1.1 Well-Conducted Trials That 
Failed to Show Treatments 
Worked 



Some plausible treatments have proven notably inef- 
fective when subjected to proper evaluation, under- 
lining the deceptive potential of subjective ideas and 
»my clinical experiences For example, in the 
Cambridge-Somerville trial for delinquency, 325 
matched pairs of delinquent boys under 12 were al- 
located to the best intervention in light of knowl- 
edge at the time, or allocated a no-intervention con- 
trol. The intervention included home visits for the 
boys twice a month on average over 5 years, together 
with parent counseling for problems; academic tu- 
toring where indicated, received by half; psychiatric 
attention where indicated, received by a third; sum- 
mer camps for half; constructive local activities such 
as woodwork, sports training and visits to matches. 
The results showed worse outcomes in the treated 
group (crime, diagnosed alcoholic, or other major 
psychiatric disorder; McCord 1992). Further analy- 
sis has suggested that the summer camps were the 
ingredient that led to poorer outcomes, probably be- 
cause when together the boys encouraged each other 
to more antisocial acts and got kudos for this (Dish- 
ion et al. 2001). 

The Fort Bragg project (Bickman et al. 2000) al- 
located considerable funds for clinicians’ treatment 
of choice for child mental health disorders in a de- 
fined population in the United States and compared 
outcomes with a control population without such re- 
sources. No improvement was seen in the group giv- 
en clinicians’ treatment of choice. Here a possible 
explanation is that the treatments actually given 
were not evidence-based, and included a lot of gen- 
eral counseling and psychotherapy, and expensive 
but apparently ineffective residential treatments. 
One message from the above two trials is that it is 
not good enough to apply an intervention that 
sounds plausible and assume it will work- yet many 
services are organized on this principle. 



16.1.2 The Urge to Show an Effect 



Investigators may have a strong drive to show that a 
treatment works. There is evidence that allegiance to 
a therapy by investigators or therapists increases the 
probability that the trial will show effectiveness. 
Likewise, pharmaceutical industry-sponsored trials 
show larger effect sizes than those conducted by in- 
dependent researchers (Bekelman 2003; Stelfox et al. 
1998; Vandenbroucke 1998). Yet to date editors of 
psychological journals have been slow to insist on 
conflict of interest statements by psychosocial re- 
searchers. This is surprising in light of the fact that 
a number of interventions for children have, under- 
standably, been evaluated by developers of the stud- 
ied programs who have a commercial interest in 
their success. Even where the investigator hasn’t in- 
vented the type of therapy being used or have a fi- 
nancial stake, huge amounts of effort usually go into 
organizing the treatment, and a no-effect result is 
usually very disappointing and has less exciting 
publishing consequences. As will be shown in this 
chapter, many devices may be used to try to increase 
the impression of effects. Therefore, the reader of re- 
ports has to have a modicum of skepticism, and an 
eagle eye for these devices, whilst remembering the 
huge effort required to mount such trials, which 
generally are far harder to carry through than non- 
intervention trials. Replication of findings by practi- 
tioners who are independent of the developer and 
have no conflict of interest are especially desirable. 



16.1.3 How Change Is Measured 



There is an increasing movement away from only 
using tests of statistical significance towards using 
effect size as the preferred indicator of change. 
The effect size is the difference in mean score fol- 
lowing treatment divided by the standard deviation 
of the sample prior to treatment. This allows one to 
compare directly the effectiveness of an intervention 
on different measures. Cohen (1988) describes an 
effect size of 0.2 as small, 0.5 as moderate, and 0.8 
as large. The largest effect size of any intervention 
in child and adolescent mental health is that found 
for methylphenidate on hyperactivity, which in 
some efficacy trials has an effect size of 1 .4 standard 
deviations on hyperactivity symptoms. At the oppo- 
site end of the scale, large trials on the effect of as- 
pirin in cardiovascular medicine gave an effect size 
of about 0.05 or less than a standard deviation. This 
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means that the effect is much more modest, but in 
terms of total population lives saved, may still be 
a treatment worthwhile embarking upon since it is 
cheap and easily administered. An advantage of 
the effect size is that it is independent of the size 
of population measured, and so gives different infor- 
mation from statistical significance, which can be 
high even when the effect size is small, provided 
the population is large enough - the aspirin studies 
required a population of thousands to show a signif- 
icant difference. The issue of different statistical in- 
dices of clinically significant change is discussed 
more fully by Jacobson and Truax (1991). Where 
the endpoint is categorical, such as having a disor- 
der or not, then a useful expression of effect size 
is the Number Needed to Treat (Cook and Sackett 
1995; Altman et al. 2000). This expresses how many 
cases would have to be seen with the new treatment 
compared to controls before one case extra reaches 
the criterion. Thus the effect size is large if only, 5 
cases need to be treated to gain an extra case of gen- 
eralized anxiety cured, but small if 30 have to be 
seen. 

16.1.4 What Changed? 



It is essential that the main objective of change is de- 
termined before the trial, and desirable that one 
main outcome be given precedence. Otherwise, as 
in many trials, there may be multiple measures of 
the same construct and the authors may report 
the positive one with great prominence, but fail to 
comment much on the negative ones. Thus, trials 
for antisocial behavior may say show substantial 
change on one questionnaire, but fail to show much 
change at all on direct observation, or on another 
questionnaire measuring similar constructs (e.g., 
Conduct Problems Research Group 1999). Outcome 
measures are far more valid if they are well validated 
and predict future prognosis; they are less useful if 
they are in-house and, for example, relate to per- 
ceived amount of change (Conduct Problems Pre- 
vention Research Group 1999). Using multiple infor- 
mants and multiple methods increases confidence in 
change, and may reveal practically useful informa- 
tion. Thus, parent training programs for conduct 
disorder generally improve antisocial behavior in 
the home, but not at school. This has led to the de- 
velopment of school-based classroom management 
programs (Scott 2002). 



16.1.5 How Long Does Change Last? 



This crucial question has not yet been addressed by 
sufficient treatment trials - typically most do not 
follow up beyond a year after treatment. The answer 
is likely to depend on a wide range of factors. Thus, 
if the natural history of the phenomenon is to recur, 
as in depression, a treatment may be effective at the 
time, and again when depression recurs. Certainly 
relapse rates are high for both pharmacological 
and cognitive-behavioral treatments (Harrington 
2002). The search is on to identify risk factors that 
can be modified to prevent relapse. Thus, if thinking 
style is a major determinant of depression, it ought 
to be modifiable during the recovery phase to pre- 
vent relapse, but evidence so far for relapse preven- 
tion cognitive therapy has been disappointing. If, on 
the other hand, external factors such as having crit- 
ical parents or carers is central to the etiology in 
someone vulnerable to depression, then reducing 
this should lead to better outcomes and less relapse 
- a notion consistent with the findings in adults of 
the London depression trial, where couple therapy 
outperformed individual cognitive therapy (Leff et 
al. 2004). Likewise, if conduct symptoms are in part 
driven by lack of ability to articulate emotional 
states, then programs that teach »emotional lit- 
eracy« should prevent recurrence of antisocial be- 
havior, a notion supported by the impact of preven- 
tion programs such as the Promoting Alternative 
Thinking Strategies program (Greenberg et al. 
2004). High chances of relapse have led Kazdin 
(2000) to liken treatment to dental care, with epi- 
sodes of specific treatment followed up by regular 
checks and further treatment courses as indicated. 
Other disorders such as ADHD have been likened 
to a chronic illness or handicap, requiring lifelong 
intervention (Barkley 1990). 

In contrast to trials offering treatment for estab- 
lished clinical conditions, a number of prevention 
programs have been followed up for several years. 
The best known is perhaps the Perry/Highscope 
study, where cognitive enrichment of disadvantaged 
children 2-4 years of age led to early gains in 
academic attainment, but these disappeared by 
late adolescence. However, on studying psycho- 
social functioning rather than academic ability at 
age 27, treated individuals had notably better 
employment, were financially better off, and com- 
mitted far fewer criminal offences (Schweinhart 
and Weikart 1988). 
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16.1.6 Social Functioning 



There is increasing interest in measuring social 
functioning and impact of disorders, rather than 
just symptoms. Yet so far, few studies have included 
these, despite there being relatively simple instru- 
ments such as the Child Global Assessment Schedule 
(Shaffer et al. 1983), and more detailed and poten- 
tially valid ones such as the SAICA (John 2004). 
The Strengths and Difficulties Questionnaire is an 
example of a simple, well-validated general psycho- 
pathology instrument that includes measures of im- 
pact at home, at school, and with friends (Goodman 
1999). A treatment for depression is less useful if, for 
example, it banishes feelings of sadness and hope- 
lessness but the young person is not returning to 
seeing her friends or doing school work effectively. 
This need to affect social functioning raises the con- 
sideration that treatments should perhaps explicitly 
target the building of skills. Some do this, but are of- 
ten not part of mainstream services offered. Thus, 
social skills training programs are well proven 
(Spence 2003) but are seldom offered even for disor- 
ders where social skills are typically lacking, such as 
conduct disorders. An example of a treatment 
approach that explicitly targets skills is Multidimen- 
sional Treatment Foster Care (Chamberlain 2003), 
where the treatment package specifically includes 
a skills trainer to coach the young person in social 
and negotiating skills in real life, community set- 
tings. Problem-solving skills can be effective with 
even quite young children, down to say age 4 years 
(Kazdin and Weisz 2003; Webster-Stratton and 
Hammond 1997). 



16.1.7 Statistical Procedures 
to Increase Effect Size 



A number of measures can be deployed to increase 
the chances of showing an effect (Boyle and Pickles 
2004). Firstly, taking multiple time point measures 
of outcome (over at least three time points) enables 
linear growth curves to be computed, so that models 
can be fitted for the slope of change. These are 
usually more sensitive to change than pre-post mea- 
sures only. Secondly, if several different measures of 
the same construct are used, a new, single measure, 
a so-called latent variable, can be constructed from 
them. Here those aspects or scores of the measures 
that go and up and down together (covary) across 
subjects and time are selected, whereas those as- 



pects or scores which are unique for that measure 
and behave differently from the others are dropped, 
on the assumption they are noise or measurement 
error. Using latent variables can give larger effect 
sizes in intervention trials, but should only be pub- 
lished alongside raw scores for each of the variables 
so readers can interpret the results both ways. 
Thirdly, when constructing new instruments, in- 
creasing the number of items increases reliability. 
Fourthly, ensuring regular interrater reliability 
checks for semistructured interviews and observa- 
tional coding schemes will also reduce variability 
and so increase effect size. 

16.1.8 Levels of Evidence 



The American Psychological Association (Task 
Force on Psychological Intervention Guidelines of 
the American Psychological Association 1995) for- 
malized the difference between efficacy studies, that 
determine whether treatments work under tightly 
controlled settings where factors such as character- 
istics of participants, quality of treatment, and 
amount of treatment received are relatively optimal, 
and effectiveness studies that determine whether 
treatments work in the »real world« of clinical prac- 
tice where comorbidity and disorganized lives are 
common, quality of treatment is often variable since 
it is given by a generalist, and the amount of treat- 
ment received may be less than ideal. However, most 
of the APA recommendations about treatment were 
based on efficacy studies only. Initially, two levels of 
evidence were delineated, then Chambless and Hol- 
lon (1998) proposed three: treatments were deemed 
»well established« if there were at least two indepen- 
dent randomized controlled trials with active con- 
trols, »probably efficacious« if there was one RCT 
with an active control or two with a waiting list con- 
trol, and »possibly efficacious« otherwise. 

One problem with this approach is that while 
there are, for example, scores of trials on parent 
training for antisocial behavior, there are not en- 
ough to offer any opinion on treatments for some 
specific aspects of autism. This fails to consider 
the considerable number of single case trials show- 
ing an effect where after a baseline period without 
treatment, the same child is given the treatment, 
then it is withdrawn (Lovaas and Smith 2003; Koegel 
et al. 2003). 
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16.2 For Whom Does It Work? 



16.2.1 The Need 

for Intention-to-Treat Analyses 



Until recently, trials often only reported on those 
participants who had been studied. Furthermore, 
those who had dropped out of the treatment pro- 
gram were often not followed up, and were not al- 
lowed for in analyses. Trials reported this way are 
likely to overestimate the effects of a treatment. It 
is essential to include an analysis of all cases 
randomized to receive treatment, irrespective of 
whether they then went on to receive it. In such 
an »intention-to-treat« analysis, cases for whom 
there is no follow-up information are typically as- 
sumed to have made no progress since last assessed. 
This then should give a more accurate picture of 
what would happen to all cases allocated to treat- 
ment using admission criteria and treatment condi- 
tions similar to those in the trial. Some participants, 
despite signing up to the trial, may have decided on 
reflection that the effort, cost, inconvenience, and 
other disadvantages of taking the treatment offered 
are too great to even start; others may drop out be- 
fore finishing the prescribed course, or only attend 
part of it intermittently, or take less than prescribed. 
Because they usually won’t improve as much as those 
who received the intervention, this will then reduce 
the effect size of the treatment according to what 
proportion drop out; examples include a reduction 
of 22% in a trial of interpersonal therapy for adoles- 
cent depression (Mufson et al. 1999), and a reduction 
of 16% in a trial of parent training for child antiso- 
cial behavior (Scott et al. 2001). One reason why the 
nontreated group may do worse is because they 
didn’t receive treatment (although they might have 
gone away to get another kind of treatment). An- 
other is because they may have characteristics that 
differ from those who received treatment and which 
mean they would have been less likely to respond 
even if they did get it. These could include being less 
well organized, having more life events and stressors 
at home that prevent giving time or mental space to 
take on a new approach and practice it, being de- 
pressed or ill, being poorer, not believing children’s 
problems matter that much, and so on. Characteris- 
tics such as these have been shown to typify drop- 
outs and nonengagers (Kazdin and Wassell 2000). 

It is not being argued here that only intention-to- 
treat analyses should be published, as this might, as 
it were, »throw the baby out with the bath water«. For 



example, if half the target population decline further 
treatment and assessment, but all those who received 
it do well, then the conclusion should not necessarily 
be that the treatment doesn’t work, but rather, ways 
need to be found to improve its acceptability so that 
uptake is increased. This may involve rather different 
skills and procedures from those required during 
treatment, including good help with accessibility, 
good engagement skills, and a collaborative 
approach (Herbert 1995). The trial of a maternal de- 
pression intervention plus a parenting program for 
antisocial child behavior by Verduyn et al. (2003) re- 
ported only an intention-to-treat analysis, which 
found no effect. However, half the sample allocated 
to the treatment arm dropped out before any therapy 
was given, so it remains a possibility that the treat- 
ment worked for those who received it, and might 
work for any group who receive it. 

Intention-to-treat analyses also protect against 
the risk of overestimating treatment effects where 
there is differential dropout between groups. For ex- 
ample, in a trial conducted by Sanders et al. (2000) 
the treatment group lost 40% of cases whereas the 
control group only lost 8%. The impressive results 
of the trial would have been reduced if a no-improve- 
ment assumption had been made from study drop- 
outs. Whilst authors often show demographic mate- 
rial to show that differences between drop outs and 
completers are small or insignificant on the demo- 
graphic measures taken, these do not usually cover 
more psychological reasons for not taking up treat- 
ment, such as life events. Psychological journals have 
been slow to insist on these reporting standards, 
which were tightly defined for medical trials in the 
CONSORT criteria (Begg et al. 1996), which have 
since been revised (Moher et al. 2004). 

16.2.2 Prediction of Outcome, 

Moderators and Mediators 



How well participants respond to treatment includes 
the impact of nonspecific predictors, of moderators 
of the effect, and of mediators through which the 
treatment works. Nonspecific predictors are those 
that operate irrespective of treatment, and are part 
of the natural history of the condition. In a trial, they 
will have a similar impact on intervention and con- 
trol groups. For example, several factors predict out- 
come in antisocial behavior, Farrington (2002) iden- 
tified 26 factors, each with an independent effect. 

Moderators of outcome are factors that are pre- 
sent before the trial begins that determine the de- 
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gree of response to treatment but do not usually 
change as a result of the intervention. For example, 
they may include age, gender, and socioeconomic 
disadvantage. Equally, there may be clinically very 
relevant factors which usually, in naturalistic stud- 
ies, predict a poor outcome, but that are overcome 
or cease to operate in treatment. For example, Scott 
et al. (2001) found that several factors that are usual- 
ly known to lead to a worse outcome did not dimin- 
ish treatment response, including an early age of on- 
set of symptoms, low maternal education, and being 
in a lone parent family. Ways to calculate impact of 
moderators in general are given by Holmbeck 
(1997), but an elegant exposition specifically for 
treatment trials is given by Kraemer et al. (2002). 

For children offered parent training for antiso- 
cial behavior, it is widely believed that older age pre- 
dicts worse response; however, two studies address- 
ing this issue found no effect of age: older children 
did just as well (Ruma et al. 1996). This has impor- 
tant implications for service planning, since it is of- 
ten held that prevention or early intervention is 
bound to be superior than later treatment. However, 
if treatment response is as good later, waiting until 
children are older could have better cost-effective- 
ness since identification is more precise later. Pre- 
vention trials may involve a significant proportion 
of cases who do not need the intervention as they 
would never have developed difficulties anyway. In 
general, in the treatment of childhood mental health 
problems, there is little evidence that gender moder- 
ates outcome - boys usually do as well as girls. 

16.2.3 Comorbidity 



Typically, the majority of children and adolescents 
referred to clinics have more that one diagnosis 
(Caron and Rutter 1991). Yet almost all the evidence 
of effectiveness in child mental health is based on 
trials designed for one disorder or set of problems, 
with comorbid cases often being specifically ex- 
cluded. So how should the empirically minded clin- 
ician proceed? Possibly the same causal factors may 
be held to be relevant for both conditions, so the 
treatment is the same, as in say a parenting program 
for conduct disorder and moderate hyperactivity. 
However, if there is no convincing pharmacological 
treatment to give alongside a psychological one, and 
the evidence suggests that two conditions require a 
different psychosocial treatment, as for example in a 
case with both depression and hyperactivity, which 
should be addressed first, and how? Trials are 



needed that compare combined treatments that 
comprise realistic, pared-down manualized treat- 
ments with key elements from each, versus sequen- 
tial application of the best evidence-based treatment 
for each component. 



16.3 How Does It Work? 



The literature about trials in child mental health is 
becoming more interesting in that there is begin- 
ning to be empirical testing of how interventions 
work, not just whether they work. A mediator refers 
to a factor through which treatment exerts its effect 
- it has to change because of treatment, and in turn 
change in the outcome depends on this. This can be 
conceptually relatively simple, for example, it might 
be hypothesized that for depression to lift during 
cognitive therapy, self-esteem has to change first. 
However, much child mental health work has an 
added layer of complexity where treatment aims 
mainly or partly to change the family or parent, 
and secondarily to this, change child symptoms or 
functioning. It follows that to begin to determine 
how treatment works, each step, and the main likely 
mediating mechanisms need to be measured. 

Thus, if it is hypothesized by a family therapist 
that recurrent abdominal pain in childhood is re- 
lated to an overly close relationship with the child’s 
mother, then a measure of closeness needs to be 
taken. If the children’s pain doesn’t get better, this 
could be (a) because the family therapy didn’t 
change the closeness, or (b) because it did, but the 
child didn’t respond to this. Equally, such a study 
might show (c) that maternal closeness didn’t 
change, but the child in therapy got better. Or in- 
deed, (d) that maternal closeness lessened, and that 
the abdominal pain got better, but that the two were 
unrelated. Either of these last two scenarios would 
suggest that another mechanism was involved in 
the child getting better, say, for example, because 
the child now felt listened to by the mother, or per- 
haps because since coming to the clinic she had 
changed his diet to a less constipating one. Unless 
these alternative mediators were measured during 
the study (or could validly be measured afterwards), 
confirming them would require another study where 
these mechanisms were explicitly changed. Indeed, 
Kraemer et al. (2002) take the view that mediational 
analysis can only generate hypotheses of how treat- 
ment works, not confirm them, which requires new 
interventional studies. 
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Measuring the possible mediator allows these al- 
ternatives to be teased out, and then, for example, if 
it wasn’t doing so before, the therapy can be im- 
proved so it does change closeness, or, if it were 
being changed but wasn’t related to child improve- 
ment, then the theory would need to be revised. 
However, so far, most intervention trials, for under- 
standable reasons including the difficulty mounting 
them and the lack of funds to do so, haven’t got be- 
yond measuring child outcomes. Yet if, in the in- 
stance above, the treatment hadn’t worked, it 
wouldn’t be clear why not. 

An exception is the study by Martinez and For- 
gatch (2001). Here it was hypothesized that the main 
mechanism through which a parenting program for 
disruptive children would work would be through 
improved disciplinary practices. The authors sepa- 
rately measured both positive parenting and disci- 
plinary practices. To their surprise, whilst improved 
discipline did mediate some of the improvement, 
considerably more was mediated through positive 
parenting. This finding could in turn influence the 
design of future parenting programs to include a 
stronger element targeting positive parenting prac- 
tices such as pleasurable joint activity amongst fam- 
ily members. The trial by Scott et al. (2001) of par- 
enting groups led to a reduction in maternal depres- 
sion, but interestingly, this did not mediate the large 
reduction in antisocial behavior found, which on a 
preliminary analysis was due to changes in parent- 
ing practices (Scott 2003). 

Although mediators were not measured, a pair 
of elegant trials by Sanders and colleagues ad- 
dressed the usefulness of adjunctive therapy for fac- 
tors within parents that might impede ability to 
make use of a parenting program for disruptive 
child behavior. The first trial took parents whose 
children had behavior problems and divided them 
into those with and without marital discord (Scott 
2002). Each group then either received a basic par- 
enting course, or the basic course plus extra sessions 
dealing with marital discord and adult relationships. 
The results showed that where there was no discord, 
the extra treatment did not improve child outcome, 
whereas where there was, it did. The second trial 
with depressed mothers had a similar design, and 
likewise found that additional sessions addressing 
depression improved child outcome when mothers 
were indeed depressed, but not if they were not 
(Scott 2002). In retrospect, these findings »make 
sense« and offer evidence that where there are not 
complicating factors, extra treatment addressing 
them doesn’t lead to better outcome. However, alter- 



native results could also have been predicted. Thus, 
in distressed families, basic counseling theory might 
hypothesize that having a longer course of treatment 
allows for a more trusting and supportive relation- 
ship to be built, which in turn should impact on 
the children. A longer duration would allow more 
nonspecific therapeutic factors to operate. That this 
was not the case may indicate that at least for par- 
ents with behavioral problems, the specific content 
of the treatment is important in addition to the gen- 
eral quality of the relationship. 

16.3.1 Amount of Therapy Needed 



This question is sometimes addressed by »dose-re- 
sponse« curves, which plot amount of therapy re- 
ceived against outcome. In programs of fixed dura- 
tion, the assumption might be that those who re- 
ceived most of the planned therapy would do better 
than those who only got a little. However, this does 
not turn out always to be the case, and a number of 
trials have failed to find a relationship. This may be 
because dropout is nonrandom. People who leave 
may be a mixture of those who are not at all in con- 
trol of their lives and are overwhelmed by the child 
problems so subsequently do badly, and those who 
get better fairly quickly so choose to leave early as 
they no longer see the need for treatment. In sup- 
port of this possibility, there is increasing evidence 
that for CBT with adults, much of the improvement 
occurs in the first four sessions (Wilson et al. 1999; 
Ilardi and Craighead 1999). However, what is 
needed to settle this is research on dropouts that 
uses qualitative methods to ask for reasons for drop- 
out, and combines these with quantitative data on 
outcome. 

The best way to determine how much therapy is 
needed is to address the question directly by a trial 
of longer versus shorter therapy. Shapiro and col- 
leagues in Leeds did this for depression, expecting 
that cutting down their course of 24 weeks of thera- 
py to 16 would not be as effective in reducing de- 
pression in adults. To their surprise, it was (Bark- 
ham et al. 2002). Moreover, there was no moderating 
effect of initial severity - it might be thought that 
the more severe cases required longer, but this was 
not found. 
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16.3.2 Whole Program at a Fixed 

Pace or Varied Until a Criterion 
is Reached? 



With therapy for individual children or families, it is 
possible to vary the pace of the program according 
to whether change is occurring. Thus, some parent 
training packages do not proceed to the next stage 
until a certain level of skill is attained in the current 
one, such as being able to give, say, three praises for 
each criticism (Patterson 1982). This presumes at- 
tainment of each step is necessary at the time for 
progress - a testable hypothesis. Group programs 
are hampered in that they have to go at a rate that 
is reasonable for most members. 

16.4 Will It Work in Ordinary 
Clinical Practice? 



Even if a treatment is shown in efficacy trials to 
work, three broad issues may stop uptake: effective- 
ness in real-life conditions, cost-effectiveness, and 
disseminability. 

16.4.1 Effectiveness in Real-Life 
Conditions 



United States trials reviewed by Weisz and collea- 
gues (Weisz et al. 1995; Weisz and Hawley 1998) sug- 
gest that »the good news is that child psychotherapy 
works, the bad news is not in real life«. They showed 
that while the mean effect size in university-based 
efficacy trials was around 0.7, in real-life clinics it 
was at best 0.2, and often zero. Reasons for this 
may include comorbidity, lower motivation of fam- 
ilies and young people, a high number of other life 
problems that undo treatment effects or stop it 
working in the first place, the nature of treatment 
given (eclectic versus manualized and evidence- 
based), and the degree of training and ongoing 
supervision and support of therapists giving the 
particular treatment. Trials in everyday clinics using 
regular staff and typical referred cases are beginning 
to appear, and some recent ones show good effect 
sizes (Taylor et al. 1998; Scott et al. 2001). 



1 6.4.2 Cost-Effectiveness 



Even if a treatment is shown to be effective, it may 
be too expensive for health care authorities, insur- 
ance companies, or parents and young people to af- 
ford. Health economics has developed considerably 
in the last decade, and is being applied to child men- 
tal health (Romeo 2004). Residential treatment is 
very expensive and has virtually no strong evidence 
to support it, yet is still widely used in some coun- 
tries where outpatient management might be possi- 
ble (Bickman et al. 2000). Alternatives to prison 
such as Multisystemic Therapy are proving to be 
more cost-effective and to have a cost benefit (Heng- 
geler et al. 1998). The long-term cost of childhood 
mental health problems is only beginning to be cal- 
culated. One study following conduct-disordered 
children up from age 10 to age 28 years found that 
they had cost ten times more than control in public 
service use (Scott et al. 2001). 



16.4.3 Disseminability 



For a treatment to be successfully disseminated, it 
needs (a) to be delivered at sufficient levels of treat- 
ment fidelity to get an effect under everyday treat- 
ment conditions (Moncher and Prinz 2004), (b) 
availability of sufficient training courses and on- 
going supervision to get and keep staff at a good 
level, and (c) organizational support. Short training 
courses without ongoing supervision are probably 
not sufficient to ensure treatment fidelity. For exam- 
ple, Henggeler et al. (1998) failed to replicate the 
effects of MST where fidelity was not upheld. More 
research is needed to measure the degree of skill 
and fidelity required to achieve reasonable results 
- this may vary according to type of condition 
and severity of cases. Even when this is achieved, 
if the organization in which the therapy is occurring 
is not supportive and well organized, the interven- 
tion may not be effective. Kam et al. (2003) found 
that for the PATHS emotional skills curriculum to 
work, good school involvement and commitment 
was needed, otherwise it failed to improve child 
functioning even when delivered to a sufficient stan- 
dard. 
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16.5 Conclusion 



Treatment outcome research is taking off, with far 
more papers being published than years ago. How- 
ever, much remains to be discovered, and new treat- 
ments need to be invented and refined. Then the »fi- 
nal frontier« of universal prevention will need to be 
addressed - this opens up a whole now vista of land 
to conquer. 
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17.1 


Introduction 





Currently, the United States is the single largest fi- 
nancial contributor to a prevention research portfo- 
lio, spending about $4 billion annually on psychoso- 
cial research (Kobor et al. 2002). The National Insti- 
tutes of Health sets criteria for reviewers on which to 
evaluate newly proposed interventions (NIMH 2002; 
Public Health Service 2003). The primary criteria 
are that the intervention is theory-based (usually a 
social cognitive theory), innovative, has a solid re- 
search design with a detailed implementation plan, 
is led by competent researchers with a track record 
to implement the project, follows ethical principles, 
and has a reasonable budget. These criteria and a set 
of norms operating among review panels, govern- 
ment staff, and the research community structure 
a research portfolio with a set of characteristics. 
Our goals are to: (a) review the existing norms re- 
garding »good« interventions, (b) suggest alterna- 
tive criteria, and (c) examine the implications of 
the new criteria for the conduct of intervention re- 
search. 



17.2 Current Strategies 

for Preventing Negative 
Outcomes for Children 



17.2.1 Designing 

the Prevention Program 



The rhetoric of intervention design is based on a lin- 
ear process of systematically developing empirical 
theories. A great deal of the prevention research 
portfolio is devoted to the first step in the process: 
identifying risk and protective factors that provide 
a rationale for theories that underlie any specific in- 
tervention. Typically, at least 5 years of research are 
required to document the existence of deficits that 
interventions are aimed at improving. For example, 
when Sandler and colleagues began to address the 
challenges of children of divorce, a 5 -year study of 
risk and protective factors in families coping effec- 
tively with divorce were compared to families who 
did not appear to be adjusting well (Sandler et al. 
1991). 

A complementary strategy is adopted by devel- 
opmental psychopathologists; these researchers of- 
ten focus on the types of skills that are necessary 
to effectively navigate predictable developmental 
challenges. For example, preadolescents are likely 
to confront challenges regarding their gender roles 
as males or females as their parents, teachers, and 
peers shift their culturally-based expectations about 
the preadolescent’s social behaviors. Developmental 
psychopathologists often focus on building univer- 
sal skills and normative beliefs that will assist chil- 
dren and families to successfully accomplish their 
age-specific tasks. However, documentation of the 
skills needed for successful development (e.g., Com- 
munities that Care; Hawkins and Catalano 1992) or 
the individual deficits or competencies that are 
linked to specific outcomes (e.g., drug use) provide 
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little insight for how to design interventions for the 
targeted outcome. The identification of risk and 
protective factors does not guide how, when, or 
the context of behavior change programs. It ad- 
dresses the content of an intervention, but not the 
delivery process. Little is learned in this linear 
approach to the strategies about how to change risk 
and protective factors. 

For example, variations in children’s interper- 
sonal problem solving skills have been repeatedly 
linked to poor social outcomes across early and 
middle childhood, as well as adolescence (Spivack 
et al. 1976). Across children of different ages, social 
learning theory (Bandura 1994) is invoked to assist 
researchers in designing interventions to improve 
children’s social problem solving (e.g., Spivack et 
al. 1976; Shure 1991). Programs are designed based 
on the learning principles of successive approxima- 
tion, shaping, modeling, extinction, and generaliza- 
tion in order to reach specific, behaviorally defined 
goals. Some social learning programs emphasize 
identifying emotional states and teaching self-regu- 
lation as a skill (e.g., Wolpe 1953); others have a 
greater focus on cognitive skills (e.g., Meichenbaum 
1993); and some shape social and personal identities 
(e.g., Oyserman 2001). Yet, while there are slight 
variations in emphasis of the social learning pro- 
gram, almost all successful prevention programs 
are grounded in a social learning model. 

Researchers attempt to maximize the impact of 
their interventions by including skills in multiple 
domains (cognitive, emotional, and behavioral 
skills), linking a broad range of mediators (e.g., 
problem-solving coping style, self-regulation, self- 
system, role perceptions), generating as much social 
support for the change process as possible, both in 
members of the social network (e.g., typically im- 
plemented in small groups such as classrooms or 
family groups) and in the norms that characterize 
the group. Activities are generated in potentially 
four areas: (1) norms, expectations, and beliefs; 
(2) skills and competencies; (3) reducing environ- 
mental barriers to change or promoting environ- 
mental protectors; and (4) relationship factors, both 
those internal to the change process and those that 
are external (NIMH Intervention Workgroup 2001). 

This social engineering is usually attempted 
around a very narrowly defined behavioral outcome: 
stopping drug use, stopping bullying, encouraging 
prosocial playground behavior, or delaying sexual 
debut. Once an attractive prevention program has 
been designed, through integration of a large 
number of strategic principles around a specific 



goal, researchers attempt to demonstrate its effec- 
tiveness. 

17.2.2 Demonstrating a Program 
Is Evidence-Based 



Behavioral and social intervention research has 
been based on a model parallel to the model of bio- 
medical interventions (Pequegnat and Stover 1994). 
There are four phases of research development of an 
intervention: (1) establishing safety; (2) identifying 
benefits of the innovative intervention; (3) proving 
efficacy, typically in a randomized controlled trial 
that is a proof of the concept; and (4) effectiveness 
trials mounted in real world settings. Each phase fo- 
cuses on whether the prevention program will 
achieve change of a targeted behavior. There is little 
concern whether the prevention program will be uti- 
lized by providers, is within the skill repertoire of 
providers or existing funding streams, whether the 
intervention is consistent with the ability of targeted 
participants to attend and adhere to intervention ac- 
tivities or to sustain the behavior change over time. 

These criteria have led to a focus on investigator 
driven, theoretically-based randomized controlled 
trials of interventions (Rotheram-Borus and Duan 
2003). Phase I and II trials are typically accom- 
plished by qualitative research conducted during 
the first 6 months of an intervention’s development 
phase. After a relatively brief preparatory stage, 
there is implementation of a randomized controlled 
design or potentially a comparison and intervention 
community design. The National Institutes of 
Health typically funds studies of risk and protective 
factors, but not examinations of 10-15 strategies for 
combining various intervention components during 
extended exploratory phases I and II, in which dra- 
matically different strategies for intervention deliv- 
ery are tested empirically with relatively small sam- 
ples. Almost immediately after conceptualizing an 
intervention need or specifying hypothesized risk 
and protective factors, pilot data are expected to 
be generated suggesting that a specific intervention 
strategy should be pursued. 

The investment strategy used in behavioral pre- 
vention research is very conservative. In contrast, 
biomedical researchers in the pharmaceutical indus- 
try devote a substantial effort towards phase I and II 
trials (Heyd and Carlin 1999). Based on the data of 
DiMasi and colleagues (1991, 1995), 59% of the ca- 
pitalized cost in clinical testing is devoted to phase I 
(27%) and phase II (32%) trials; only 41% is devoted 
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to phase III trials. Development of new drugs is a 
risky business. Among candidate medicines tested 
in clinical trials, only 23% make it through phases 
I through III to be approved by the Food and Drug 
Administration (DiMasi et al. 1991, 1995). Similarly, 
the Pharmaceutical Research and Manufacturers As- 
sociation (1999) estimates that approximately one in 
five potential medicines tested in clinical trials are 
approved by the FDA. 

The pharmaceutical industry accepts the need to 
test a large number of potential drugs, knowing that 
the vast majority will end up as failures. The indus- 
try devotes substantial resources into those innova- 
tions, to give themselves an opportunity to find the 
next miracle drug like Prozac or Viagra. Miracle 
drugs do not come from miracles; they come from 
intensive research efforts and substantial invest- 
ments. Successful drugs emerge from among a pyr- 
amid of experiments, supported by a solid (and 
costly) foundation of numerous failed innovations. 

In social science, both the identification of inno- 
vative approaches and the testing of safety and ben- 
efits are underemphasized. Nor is there a focus on 
tailoring an efficacious intervention to a variety of 
different audiences. Once an effective behavioral in- 
tervention is identified, investigators typically want 
to replicate the program with fidelity (Bauman et al. 
1991). Yet, the intervention must be tailored to dif- 
ferent market segments (e.g., those motivated to 
change sexual risk because it limits future options 
vs. those who change for their partner) with differ- 
ent modalities (individual, small group, telephone, 
broadcast media) and in different contexts (physi- 
cian offices, shopping malls, schools). These are 
typically conceptualized as phase IV questions, but 
these questions are rarely asked (i.e., effectiveness 
trials). After an efficacious intervention trial has 
been completed, review groups should ask: is a 
replication project with a different modality war- 
ranted? 

Ultimately, there is an underlying assumption 
that real science is about creating an innovation. 
The applicability, accessibility, feasibility, and adop- 
tion of the innovation are not concerns of the 
»scientist«. However, there is no identified group, 
other than some government agencies (e.g., Center 
for Disease Control), who are responsible for taking 
science to the world. In contrast, application of in- 
novations in the basic sciences has been further re- 
fined, modified, and marketed by private industry. 
Congress has established funding streams to facili- 
tate the transfer of technologies from the basic lab- 
oratory sciences to profitable business enterprises 



(NIH, Office of Extramural Research 2003). While 
this funding mechanism also is available for social 
and preventive sciences, it is used far less often in 
the behavioral sciences than in the biomedical 
sciences. A parallel process has been lacking for 
the social sciences to prepare prevention programs 
aimed at social outcomes to be taken to scale. If 
we focused on different criteria in the initial design 
of interventions, we might generate innovations in 
interventions, which make for broader adoptions 
of evidence-based programs. 



17.3 Proposed New Criteria: 
CURRES 



We propose that new interventions routinely be 
evaluated as to their cost-effectiveness (C), useful- 
ness (U), ability to be realistically implemented in 
community settings (R), utilize robust components 
(R), have mechanisms to evolve over time (E), and 
are sustainable (S). Adopting a consumer focus is 
at the heart of these criteria (Duan et al. 2002). 
We must define consumers as not only the clients 
who may receive the intervention, but also the pro- 
viders who must mount our interventions and the 
funders and policy makers whose ongoing support 
is necessary in order for the intervention to be sus- 
tainable. 



1 7.3.1 Cost-Effective 



In a climate of increasing fiscal responsibility for 
both private, nonprofit, and governmental sectors 
(Office of State Attorney General Eliot Spitzer 
2003; Bradley et al. 2003; Riedl 2003), the cost-effec- 
tiveness of all potentially new interventions is going 
to be a key criterion used by policy makers to deter- 
mine if funding streams should or can be designated 
for a new intervention or innovation. However, fiscal 
funding streams are not typically considered by pre- 
vention researchers when designing interventions. 
For example, in the world of HIV prevention, there 
have been 102 efficacious interventions identified in 
phase III efficacy trials (Rotheram-Borus et al. 
2000). Yet, at best, only 17 of these interventions 
have cost-effectiveness evaluations that accompany 
the original efficacy trial. To increase the visibility 
and potential adoptability of interventions, econo- 
mists must routinely be included on all intervention 
trials, and the costs of delivery should be considered 
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throughout the development and evaluation phases 
of each new intervention. For example, our team de- 
signed an efficacious intervention for families living 
with HIV delivered in a small group format (Rother- 
am-Borus et al. 2001 a, b). It cost a $55 taxi ride and 
child care costs to deliver the intervention for each 
participant. It is unlikely that policy makers will 
ever authorize a fee of $55 to disenfranchised fami- 
lies to attend small groups. If an economist had been 
part of the initial design team, it is likely that other 
strategies would have been used to build social sup- 
port for families with HIV other than a small group 
meeting in central Manhattan, New York that re- 
quired an expensive cab ride. Internet, telephone, 
or peer visits may have accomplished the same goal 
with a less expensive price tag. Expanding research 
teams to routinely include economists at the begin- 
ning of designing interventions will lead to very dif- 
ferent strategies for implementing an intervention. 

Not only may cost-effectiveness assist in design- 
ing new interventions, but it may also guide which 
strategies should be pursued for interventions. In 
HIV prevention, increased HIV detection among 
those who are seropositive is one of the most cost- 
effective interventions available; yet, the interna- 
tional momentum is not for early HIV detection, 
but for funding antiretroviral therapies for persons 
living with HIV at a cost of US$125 to $14,000 an- 
nually (Shapiro et al. 1999). Postexposure prophy- 
laxis with antiretroviral therapies is an expensive 
strategy that is not very viable for HIV prevention 
(Holtgrave 2002). In addition, it appears to be a 
strategy only used by highly educated white men 
in the United States, rather than by those who are 
members of the exploding epidemic among Afri- 
can-American and Latino men. If an economist 
was guiding the decisions on which preventive inter- 
ventions should be pursued, the HIV intervention 
portfolio would look very different from that cur- 
rently held by the National Institutes of Health in 
the United States. Over the past 20 years, substantial 
investment has demonstrated that psychosocial pre- 
vention programs can and do reduce risk among 
those routinely engaging in unprotected sexual 
and substance use acts. Again, an economic per- 
spective is critical for each stage of the design, selec- 
tion, tailoring, and implementation of preventive in- 
terventions. 



17.3.2 Useful 



Useful refers to the outcome of an intervention, as 
being relevant to the goals of society, policy makers, 
funders, providers, and consumers. Typically, an in- 
tervention is considered important on the basis of 
the significance of the problem that it seeks to im- 
pact and its ability to shed light on the utility of 
its theoretical underpinnings. An intervention is 
useful only if it is feasibly relevant and has benefits 
for each segment of consumers. 

There are at least two components of consumer 
input that are important. First, is the intervention 
acceptable to the consumers? The example below 
demonstrates that the use of recreational vehicles 
as the intervention was not acceptable to the policy 
makers. Second, are the outcomes used in assessing 
the intervention relevant to the consumers? Many 
clinical interventions are focused on outcomes that 
are not that relevant to patients or their families. 

The key is to have market research a formal pro- 
cedure to establish the potential usefulness of the in- 
tervention before it is even designed. Yet, there are 
many examples in which the intervention’s utility 
to a key audience is not considered during the de- 
sign process. In the 1970s, one of the most innova- 
tive and effective preventive interventions was de- 
veloped to reduce gang violence: providing gangs 
with recreational vehicles from which to engage in 
positive community activities (Schwitzgebel and 
Schwitzgebel 1980). While efficacious, no policyma- 
ker was willing to »reward« gang members with re- 
creational vehicles in order to divert youth away 
from gang violence. Similarly, prevention research- 
ers often care about children’s problem solving abil- 
ity and design school-based programs to improve 
problem solving skills. Yet, parents and teachers 
care less about problem solving and more about 
their ability to control children’s behavior. Even 
though problem solving skills are highly related to 
children’s social behaviors, the direct link may often 
not be relevant to teachers and administrators who 
must support implementation of the program. There 
are parallel examples in clinical interventions. For 
example, interventions may be targeted at reducing 
depressed or anxious feelings. Yet depressed clients 
and their families may care more about functional 
outcomes, such as the ability to hold a job. 

Any intervention that is to be designed or deliv- 
ered must gain the acceptance and endorsement of 
the stakeholders at every level: policy makers, fun- 
ders, community leaders, providers, and consumers 
(i.e., perspective clients). Interventionists who de- 
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sign successful preventive interventions usually rec- 
ognize the need to secure the endorsements and 
ownership of these stakeholders, even though this 
process is often not acknowledged within journal 
articles summarizing the research. Furthermore, 
market research may be needed to give interven- 
tionists the tools needed for the intervention to be 
useful to its consumers. In order for interventions 
to be acceptable and salient to stakeholders, it is of- 
ten necessary to market to these populations or, at a 
minimum, to identify the potential gains for each 
stakeholder in the community whose operation 
may be impacted by the intervention. Again, this 
is often an implicit process, not well documented 
or considered a component of an evidence-based 
program. 

17.3.3 Realistic 



Interventionists are not typically guided by the fea- 
sibility of disseminating their intervention when in 
the design process. Demonstrating a »proof of con- 
cept^ that a particular intervention approach can be 
efficacious, is the typical standard. Yet, in many 
cases it is not feasible that the providers could im- 
plement a designed intervention. In the 1980s, most 
social workers and psychologists in New York City 
were trained in psychodynamic approaches to inter- 
ventions (Feldman 1998). Yet, behavioral and cogni- 
tive-behavioral programs were proliferating. It is not 
feasible to implement behavioral programs with 
providers trained in psychodynamic approaches. 
Substantial commitment must be made to overcome 
the limitations and accommodate the capacities of 
providers to implement an intervention. 

Currently, »capacity building« is a theme of 
much of the funding of organizations such as the 
Centers for Disease Control [e.g., CDC, Division of 
HIV/AIDS Prevention (DHAP), 2004]. Staff at com- 
munity-based organizations can benefit substan- 
tially from technical assistance and skill-building 
activities (e.g., Cheadle et al. 2002; US Department 
of Health and Human Services 2002). In most social 
service agencies, however, the average length of em- 
ployment is less than 2 years (US GAO 2003) and 
personnel turnover is high (Tebb 2002). Despite 
the efforts for capacity building, constant staff turn- 
over will make sustained intervention very difficult. 
Rather than design programs that are beyond the 
abilities of the current staff, researchers should de- 
vote their efforts to designing programs that exist- 
ing staff members can implement, by making the 



implementation procedures explicit and identifying 
the key stakeholder audiences. 

17.3.4 Robust 



The current emphasis on replication with fidelity 
has meant that many efficacious interventions con- 
tain multiple components and intervention strate- 
gies, with multiple persons in the environment 
involved (NIMH Intervention Workgroup 2001). 
For example, the Fast Track Project combines a 
number of family, peer, and school-focused inter- 
vention components for youth at high risk for sig- 
nificant conduct problems later in life (Bierman et 
al. 2002). When positive outcomes are observed, it 
is often unclear which components, strategies, or 
change agents were responsible for the benefits. 
For example, in the highly efficacious and cost-effec- 
tive nurse home-visit program for infants (Olds et 
al. 1994, 2002), it is not clear why nurses are neces- 
sary in the intervention. Is it the training of nurses, 
society’s attributions towards nurses, personality 
types, or some other characteristic that makes 
nurses desirable as the implementers of the pro- 
gram? 

In order to answer fundamental questions about 
the robust ingredients in an intervention, it is crit- 
ical to shift our research paradigms from phase I 
to a phase IV biomedical model of intervention de- 
velopment. Prior to efficacy (phase III) and effec- 
tiveness trials (phase IV), it is critical to consider 
that the »whole is greater than the sum of the parts« 
in preventive intervention programs. After a pro- 
gram has been shown to be efficacious, it would 
be desirable to conduct a series of small trials that 
identify the intervention’s robust components, not 
a large effectiveness trial that answers whether a 
program will remain efficacious when mounted by 
typical clinicians in typical settings. Questions must 
be answered about the process of research: is the 
main intervention effect associated with the inter- 
vention facilitators, the social support provided, 
the skills imparted, the social norms that are chang- 
ed, shifts in self-perceptions, or the social pressure 
generated by peers committed to behavior change? 
Few interventions have been examined in enough 
detail to begin to disentangle these effects and the 
synergistic impact of the combination of factors is 
not currently addressed in our theories or meth- 
odologies. For example, many interventionists have 
believed that a match is needed between the charac- 
teristics of the intervention and the deficits of the 
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consumer targeted (e.g., COMMIT trial). Yet, there 
has been little empirical support for such a relation- 
ship and a failure to find effects in large trials. 

In addition, issues associated with the delivery- 
process such as consumer adherence to the inter- 
vention or provider fidelity to the program’s man- 
uals are defined by researchers as »problems« of 
consumers or providers. Consumers are often la- 
beled uncooperative or nonadherent and blamed 
for not attending the intervention. If researchers 
used the considerable data amassed by private in- 
dustry, they would attend much more closely to 
»market conditions« both in initial design of inter- 
ventions and in tailoring the intervention to specific 
market segments once it has been developed. 

For example, there are few psychosocial inter- 
ventions offered in multiple modalities. Yet, some 
people prefer telephone contact, others the Internet, 
others need the support of a small group, and others 
prefer one-on-one contact. There are few studies 
that tailor a single intervention to delivery in multi- 
ple modalities. Yet, if we wanted to diffuse interven- 
tions broadly, we must recognize that this diversity 
is needed in dissemination strategies for a single in- 
tervention. Does the intervention increase or de- 
crease its potency when delivered in alternative for- 
mats? There has been little research on these ques- 
tions. 

However, for most of society’s major health 
problems, there are a range of treatment options. 
For smokers, there are programs based on self-help 
models (Smokefree.gov; QuitNet.org), biomedical 
interventions such as nicotine patches (Jolicoeur 
et al. 2003), a range of psychotherapeutic ap- 
proaches (Abbot et al. 2000; Haustein 2003; Marlow 
and Stoller 2003), social marketing campaigns (e.g., 
TheTruth.com; National Library of Medicine 2003), 
and structural interventions (e.g., increase taxes; Le- 
verett et al. 2002). Similarly, weight control is ap- 
proached by a variety of for-profit companies that 
specialize in providing behavioral management 
strategies, drugs, food preparations, social support, 
and self-help strategies. Once a problem enters the 
private sector, experimentation in the range of op- 
tions available for different market segments is 
widely conducted. When social problems are not 
perceived as having a market in the private sector, 
little experimentation occurs after a main effect 
has been demonstrated. 

Duan and Rotheram-Borus (1999) have pointed 
to quality engineering as a model for researchers to 
improve their interventions on an ongoing basis 
(Demmings 1986). Once a positive intervention ef- 



fect has been observed, product developers in pri- 
vate enterprise companies experiment to streamline 
the intervention program and eliminate or de-em- 
phasize nonessential ingredients. Quality engineers 
make efforts to build quality into the product de- 
sign, so that the product will perform satisfactorily 
without demanding the consumer to read and follow 
detailed instructions. They recognize consumers’ 
preferences on issues such as color, size, and taste, 
and design the products to accommodate such 
preferences. They also build in safeguards to ensure 
that the product can tolerate a reasonable level of 
consumer abuse and misuse, such as not following 
the recipes exactly. Product developers, product dis- 
seminators, and marketers collaborate seamlessly in 
private enterprise models that broadly impact the 
culture and create new markets. Psychosocial re- 
searchers could benefit from such perspectives and 
by introducing experts in these areas in the initial 
design of psychosocial interventions. 

Entrepreneurs typically perceive an opportunity 
to satisfy or to create a need among consumers. In 
social science preventive programs, the need to 
mount a trial or to offer a service arises from the 
consumer or perceived consumer need. Social 
science researchers often perceive a need that the 
consumer may not want to change. Smoking is a 
pleasurable habit to most smokers and it is only so- 
cial pressure, fear of negative consequences, pay- 
ment of high personal costs to maintain the habit, 
and a desire to be socially responsible that may mo- 
tivate many people to shift this highly addictive hab- 
it. Marketers and product developers could assist re- 
searchers in considering these issues for solving ser- 
ious public health problems, rather than selling vi- 
deo recorders, soap, or deodorant. 

17.3.5 Evolve over Time 



The conditions that elicit the need for an interven- 
tion shift over time. Stopping smoking in the year 
2004 has many different characteristics from stop- 
ping smoking in 1970. 

Environmental shifts occur: in 1970, approxi- 
mately 33% of women and 43% of men 18 or older 
in the US population smoked (MMWR 1999); there 
were no bans in public places against smoking, and 
there was controversy about the validity of data 
demonstrating that smoking caused cancer. Adver- 
tisements that may have been effective in 1970 are 
unlikely to be effective in the present. Most psycho- 
social interventions are designed with the perspec- 
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tive that adaptation and evolution are not useful: re- 
plication with fidelity is a holy grail. 

In addition to the environmental shifts that de- 
mand reexamination of efficacious programs, there 
are two other forces that demand that programs 
evolve over time. First, the definition of a problem 
shifts dramatically as the perception of issues 
evolves from the fringe to becoming mainstream. 
When an issue has reached the »tipping point«, it 
will become mainstream and the strategies used to 
shift the behavior must also change. Different pop- 
ulations must be addressed when a problem is only 
among »fringe« persons in contrast to when the 
mainstream has adopted a behavior or a perspec- 
tive. When dealing with children and families, de- 
velopmental shifts lead to changes in the individual’s 
capacities to understand and/or exert control over 
the circumstances maintaining the problem. 

The benefits of the evolution of an intervention 
program over time were most evident for our re- 
search team on a project implemented in Calcutta, 
India (Basu et al. in press; Jana et al. in press). 
The Sonagachi Project (Dugger 1999) is an interven- 
tion with sex workers that has been slated for repli- 
cation and dissemination by the Gates Foundation to 
reduce the risk of HIV among sex workers. In its ini- 
tial implementation, a high-status Brahmin medical 
doctor bartered employment conditions of sex work- 
ers with the pimps, police, and political officials that 
controlled the lives of sex workers. It was not in the 
financial best interests of these stakeholder groups if 
sex workers became infected with HIV; therefore, 
there were economic incentives that allowed the doc- 
tor in charge of occupational health to mount the 
program. The program involved establishing a clinic 
to treat sexually transmitted diseases and visits by 
peer educators (i.e., other sex workers) to encourage 
protection of one’s sexual health. Over time this pro- 
gram grew, evolved, and expanded. It now is a social 
enterprise that sells condoms, loans money, runs 
group homes, teaches reading to children of sex 
workers, and has become a social movement as an 
international trade union with about 60,000 workers. 
The process by which this intervention was trans- 
formed from an occupational health intervention 
to a social movement would not have been allowed 
if this was an evidence-based intervention. 

It is critical that researchers begin to recognize 
the need for evolution of interventions over time 
and to design strategies that collect and analyze 
the evolutions over time so that improvements can 
be noted, emphasized, and replicated. Simulta- 
neously, innovations that detract from robust out- 



comes must not be maintained. Researchers are 
needed throughout the dissemination process. 

The concept of sustained involvement of re- 
searchers as programs evolve is typically perceived 
as an undesirable role. Researchers want to be inno- 
vators and not the people who take the intervention 
to scale or maintain its relevance over time. Re- 
searchers often assume that the identification of a 
program effect is the accomplishment of science 
and solving the technological glitches involved in 
mounting and implementing a program is the role 
of social workers, technocrats, or program evalua- 
tors. It is such attitudes that keep efficacious psy- 
chosocial interventions unused and not broadly dis- 
seminated. 

17.3.6 Sustainable 



Some of the most vexing behavioral problems are 
associated with chronic conditions. For example, 
weight control, smoking, alcohol abuse, and sexual 
risk reduction are behaviors whose risk emerges 
over time as new developmental challenges are en- 
countered. Yet, our intervention programs are de- 
signed to work on models that are more similar to 
immunizations; a single dose is delivered and ex- 
pected to shift risk for a sustained period of time. 
Relapse prevention is an entire field in psychosocial 
intervention and not routinely designed into the ini- 
tial prevention programs. Changing a behavior is in- 
fluenced by factors quite different from those that 
will sustain the change over time (NIMH Interven- 
tion Workgroup 2001). It is critical to plan for feasi- 
ble methods to maintain positive outcomes over 
time. In addition, physical and mental health symp- 
toms are likely to rise and fall repeatedly over this 
period, having a concurrent positive and negative 
impact on children. Children’s developmentally 
linked needs will also shift; for example, as children 
become old enough to drive an automobile, the 
types of risk situations that they encounter are dra- 
matically different and require their own type of in- 
tervention (Paikoff et al. 1995). A strategy for pro- 
viding ongoing support and skill training for newly 
emerging challenges is routinely needed. Again, this 
calls for innovations by the researchers. First, we 
must emphasize to consumers and providers that 
change is slow, must be maintained, and needs inter- 
mittent reinforcement over time. Second, research- 
ers must select delivery sites that are accessible on 
an ongoing basis in order to sustain behavior 
change over time. In general, this recommendation 
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calls for shifting the basis of most advertising in the 
United States from a » quick fix« to a »long-term 
quality life«. 

17.4 Summary and Conclusion 



The field of preventive psychosocial interventions 
has grown dramatically over the last 30 years, dem- 
onstrating that programs can and do change peo- 
ple’s behavior, especially the behaviors of children 
and families. There are many opportunities, how- 
ever, for improvement in the existing norms and 
strategies used by researchers to exact this behavior 
change. In particular, the members of research 
teams designing and evaluating must be expanded 
to include economists, marketers, product deve- 
lopers, quality engineers, and delivery experts. The 
norms regarding the field of research must be 
shifted in order to encourage an emphasis on inter- 
vention delivery, the consumers of our research (i.e., 
clients, policy makers, providers), providing diver- 
sity in delivery formats, and identification of robust 
components of the research. Efficacious interven- 
tion programs must be made »consumer proof«, 
not able to be easily derailed by a failure to imple- 
ment with fidelity or to provide intensive training 
and feedback. Finally, programs must be allowed 
and encouraged to evolve over time and to be de- 
signed initially to anticipate the need for sustained 
interventions over time. By re-examining our inter- 
vention models, we may be able to design programs 
that substantially increase their applicability to real- 
world challenges faced by children and families on a 
daily basis. 
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The understanding of risks and outcome for psycho- 
pathology in children and adolescents has advanced 
dramatically over the past 20 years. Correspond- 
ingly, so has the understanding of protective factors. 
The development and evaluation of preventive inter- 
vention programs are informed by such advances. 
Indeed, in some ways, the scientific basis for the de- 
velopment of preventive interventions is the under- 
standing of normal development and its vicissitudes. 
The purpose of this chapter is to discuss some recent 
developments in our understanding of risk and pro- 
tective factors in youth, and to illustrate how such 
understanding has been used in the design of pre- 



ventive interventions. We will use the example of 
empirical prevention approaches for adolescent de- 
pression, as a discussion of prevention programs for 
other diagnoses is beyond the scope of this chapter. 

We will begin with a review of several key con- 
cepts that will guide our discussion of risk and pre- 
vention. We will then discuss current research on 
risks and protective factors for mental health prob- 
lems. We will review studies that have applied this 
research on risk and protective factors to the devel- 
opment of prevention programs for adolescent de- 
pression. Finally, we will offer some overall conclu- 
sions and recommendations. 



18.1 Key Concepts 



In any discussion of preventive intervention ap- 
proaches, a number of key concepts provide an im- 
portant background. 

18.1.1 The Preventive Intervention 
Research Cycle 



Preventive interventions typically move through a 
series of phases (IOM 1994). Following public health 
traditions, the first stage is the identification of the 
problem. The second stage is the understanding of 
risk factors and protective factors and the mecha- 
nisms underlying these. The third stage is the de- 
sign of theoretically driven preventive interventions 
to address reduction of risk, and enhancement of 
the protective capacities primarily through pilot 
studies and efficacy trials. The fourth stage involves 
taking findings from successful efficacy studies to 
large-scale effectiveness trials. Finally, large-scale 
programs are developed. More recently, investiga- 
tors have come to understand that this is not a sim- 
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pie progression but, indeed, that understandings at 
different stages can mutually inform one another. 
For example, consideration of how programs can 
be taken to scale should be built into the design of 
efficacy studies. Furthermore, effectiveness and pro- 
grammatic investigations may indeed suggest new 
preventive interventions for testing in efficacy stud- 
ies and may even help to uncover basic mechanisms 
of risk and protective processes (Blueprint for 
Change, NIMH 2002). 



18.1.2 Developmental Plasticity 



Central to advances in a variety of scientific inqui- 
ries has been increasing awareness of the concept 
of developmental plasticity (Beardslee 2002). 
Whereas in earlier models, fixed deficits were ex- 
pected in response to risks or indeed actual injury 
to the developing nervous system of a growing child, 
investigators are increasingly aware of a variety of 
pathways that emerge across development and allow 
children to overcome both risks and episodes of ill- 
ness (Beardslee 2002). The finding of resilience 
across a wide array of studies of youngsters who 
are faced with unusual adversities is one example 
of the phenomenon of developmental plasticity 
(Luthar et al. 2000). As another, it is evident that 
the expression even of genetic endowment is heavily 
influenced by the environment surrounding the 
child. A strong positive caregiver-infant bond facil- 
itates the development of the infant in multiple do- 
mains including the development and myelinization 
of the nervous system. The bond as it evolves also 
influences the caregivers. Dr. Leon Eisenberg em- 
phasized environmental influences in a recent and 
important paper with the apt title »The Social Con- 
struction of the Human Brain« (1995). 



18.1.3 The Ecological Framework 



Another key concept is awareness of the »ecological 
framework« surrounding the child (Bronfenbrenner 
1979). A child’s development is profoundly influ- 
enced by multiple factors at multiple levels includ- 
ing the child’s caregivers, siblings, school, neighbor- 
hood, home, community, health care system, and 
State and Federal political systems. The direct influ- 
ence of these factors changes across the span of 
childhood with peers, schools, and neighborhoods 
gaining greater influence as the child matures. In 



conceptualizing the various domains that present 
opportunities for preventive intervention, under- 
standing the ecological framework is important. 
For example, in fostering a strong bond between 
parents and the developing infant in the first year 
of life, family leave policies, health insurance, the at- 
titudes and perspectives of religious and community 
organizations, and the availability of extended fam- 
ily support all exert measurable and powerful influ- 
ences in addition to what goes on in the develop- 
mental transactions between the infant and his or 
her caregivers. Each could be the target of a preven- 
tion strategy; indeed, several could be targeted 
simultaneously (Beardslee and Knitzer 2003). 

18.1.4 Focus on the Long-Term 
Futures of Children 



Preventive intervention inevitably focuses resources 
on the long-term future of children and their fami- 
lies. Prevention involves considering what the child 
or family will need one, two, five, and ten years from 
the time of initial contact. By considering multiple 
frames of influence, prevention scientists aim to 
put into place supports, opportunities, and the en- 
couragement of capacities that will increase the like- 
lihood of a healthy development. 

18.1.5 Developmental Perspective 



The study and implementation of preventive inter- 
ventions inevitably involves a developmental per- 
spective. Preventive intervention trials enroll in- 
dividuals who are not ill; thus, considerable time 
is required to evaluate the effects of interventions. 
This is in contrast to clinical trials in which subjects 
are enrolled when they are acutely ill and the ex- 
pected outcome is recovery within a relatively short 
period of time. Preventive interventions aim to in- 
fluence processes and mechanisms that, in the 
end, will foster long-term positive development. 
Moreover, the evaluation of preventive intervention 
programs involves following youngsters over long 
periods of time as they undergo various phases of 
development in the building of self-sustaining re- 
sources. 
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18.1.6 Prevention and Treatment 



Preventive interventions aim to build resources and 
capacities in individuals, families, and social sys- 
tems that will eventually become self-sustaining. 
In our experience, preventive intervention and treat- 
ment are inseparable, but there needs to be both ad- 
ministrative support for prevention and recognition 
of the differences between prevention and treatment 
(Beardslee 1998). As one example, the clinician 
doing treatment often sees the family in the midst 
of an acute episode of illness and is regarded as 
the expert. The preventionist performs much of 
his or her work not at a time of crisis and is regarded 
more as a partner than an expert (Beardslee 1998). 

18.2 Risks and Protective Factors 



An understanding of the risk factors for mental ill- 
ness, and how these risk factors interact, is essential 
to the design, evaluation, and implementation of 
successful preventive intervention programs. In ad- 
dition, an understanding of the protective factors as- 
sociated with mental health is equally important. 
Below, we will outline research on risk and protec- 
tive factors, again with a focus on the example of de- 
pression. 

18.2.1 Risk Factors 



18.2.1.1 Adult Depression 

The list below presents the well-identified risk fac- 
tors for depression in adulthood (Institute of Medi- 
cine 1994): 

1. Having a parent or other close biological relative 
with a mood disorder 

2. Experiencing a severe stressor such as a loss, di- 
vorce, marital separation, unemployment, job 
dissatisfaction, a physical disorder such as a 
chronic medical illness, a traumatic experience, 
or in children, a learning disorder 

3. Experiencing low self-esteem, a sense of low 
self-efficacy, and a sense of helplessness and 
hopelessness 

4. Being female 

5. Living in poverty. 

Many of these are also potent risk factors for depres- 
sion in children. What is striking is that the risk fac- 
tors cluster in two main areas: family history, and 



living in chronic difficult life circumstances or un- 
dergoing negative life events. It is worth noting that 
many of the factors associated with negative life cir- 
cumstances and adverse life events are nonspecific, 
although potent for depression. That is, exposure 
to trauma is a risk factor for many negative out- 
comes, not just depression. The same is true for 
poverty. For example, in the Epidemiological Catch- 
ment Area (Bruce et al. 1991) study of the New Ha- 
ven site, poverty accounted for 10% of the onsets of 
new episodes of depression in a one-year period, 
and it was also a risk factor for other disorders. 

Interventions could be designed to approach 
each of these risk factors. In addressing risk factors, 
preventionists inevitably think about both the larger 
nonspecific risks and the specific risks associated 
with the targeted disorder. In the case of depression, 
in addition to the nonspecific risk factors, the spe- 
cific risk factors of family history, experiences of 
loss, and persistent feelings of helplessness and 
hopelessness have emerged as particularly powerful. 

Also, a preventive intervention designed to ad- 
dress a nonspecific risk factor may have important 
consequences for the prevention of a specific disor- 
der. Thus, the Jobs Retraining Program, developed 
by Rick Price and associates (1992), has been shown 
to be effective in helping people become reem- 
ployed. In a two-year follow-up, this intervention 
has also been shown to reduce episodes of depres- 
sion. 



18.2.1.2 Childhood Depression 

Turning specifically to children at risk for depres- 
sion, two kinds of studies are most useful: large 
studies of systematically chosen youth, some of 
whom become depressed, and studies of the chil- 
dren of depressed parents. As regards the former, 
Lewinsohn and colleagues (1994) used diagnostic 
rating scales and questionnaires to assess over 
1,500 high school students at two points in time. 
They found that 17.4% of the participants had a his- 
tory of depression. Diagnoses of the parents were 
not ascertained. Past psychopathology of suicide at- 
tempts, a depressogenic cognitive style, negative 
body image, low self esteem, emotional dependence, 
self consciousness, less effective coping, less sup- 
port, and cigarette smoking were associated with 
depression at the time of interview, while a history 
of depression was associated with internalizing 
problem behaviors, reduced coping skills, and low 
self esteem. Thus, in terms of thinking about pre- 
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ventive interventions, negative cognitions, low so- 
cial support, and ineffective coping are particularly 
important. 

A long-term study of youngsters enrolled when 
they were 5 years old (Reinherz et al. 1989, 1999, 
2000) identified a range of risk factors for depres- 
sion including anxious and depressed feelings and 
a lack of peer acceptance. Specific risk factors were 
also identified for boys and for girls. For boys, neo- 
natal problems and poor health development were 
risk factors for depression; for girls, risk factors in- 
cluded family composition, death of a parent, and 
difficulties in school. In older adolescents, career 
difficulties, financial stress, poor relationships with 
parents, lack of support, and negative life events pre- 
dicted outcome. Reinherz’s elegant work following a 
sample over decades emphasizes two points often 
found in risk studies: (a) the risk factors for a par- 
ticular disorder are somewhat different for boys and 
girls, and (b) risk factors are different at different 
developmental epochs, i.e., young childhood versus 
adolescence. 



18.2.1.3 Children of Depressed Parents 

Numerous studies have documented increased rates 
of depression and related disorders in children from 
homes with parents with mood disorders, relative to 
children who live with parents who are not ill 
(Beardslee et al. 1998). There is a considerable varia- 
bility in rates, but in general the diagnosis of de- 
pression occurs at least 2-4 times more often in chil- 
dren of depressed parents than in children whose 
parents are not depressed. Risk factors for depres- 
sion in this group may include genetic factors in 
some depressions, although little is known at pres- 
ent about the genetics of childhood and adolescent 
depression. A genetic influence is suggested by the 
clustering of depressions in some families, although 
this is not definitive evidence. Clearly, as we under- 
stand the complexities of the sequencing of the hu- 
man genome and the multiple ways in which the en- 
vironment influences gene expression across devel- 
opment, we will be better able to identify those at 
highest risk and also ways to develop prevention 
strategies to specifically address these high risk 
groups. It is likely that there is considerable hetero- 
geneity in the genetic factors in depression. As we 
understand heterogeneity better, we will also be bet- 
ter able to understand the delicate and multiple ways 
that genes influence environment and environment 
influences genes. As one example, recently, investi- 



gators in Dunedin, New Zealand were able to isolate 
a functional polymorphism in a serotonin trans- 
porter gene (Caspi et al. 2003). Individuals who 
had the short allele had more depression and symp- 
toms of depression in response to difficult life events 
than those who had the long allele. This provides 
evidence of a gene environment interaction. A re- 
cent discussion by Drs. Rutter and Silberg is illumi- 
nating in providing a useful perspective on the var- 
ious kinds of interactions between genes and envi- 
ronment that may occur in adolescent depression 
(Silberg and Rutter 2002). 

18.2.2 Protective Factors 



The study of protective factors for mental illness is 
frequently overlooked. Yet, research indicates that 
many individuals who have risk factors for illness 
actually do quite well. For example, despite the high 
risk for depression and other forms of psycho- 
pathology in children of depressed parents, a num- 
ber of researchers have demonstrated that many 
youngsters who grow up with ill parents actually re- 
main healthy. These »resilient« individuals exhibit 
the ability to adapt successfully despite the presence 
of significant adversity. Understanding such quali- 
ties offers important opportunities for preventive 
intervention (Garmezy 1985; Rutter 1987). 

Luthar, Cicchetti, and Becker (2000) define resi- 
lience as a »dynamic developmental construct that 
leads to competence in the face of adversity. For un- 
derstanding both risk and resilience, Sameroff and 
Chandler (1987) and Cicchetti and Shneider-Rosen 
(1986) have argued that a developmental transac- 
tional framework is the most useful perspective. 
In this, although risk factors for depression or other 
diseases may be stable and static, the processes that 
lead either to psychopathology or health are dy- 
namic and are profoundly influenced by changes 
across the life span. Moreover, across development, 
systems and individuals mutually influence one an- 
other. The temperament of a particular child may 
call for a particular response from a caregiver. That 
same temperament in another child may call forth a 
different response from a different caregiver. The in- 
teraction between caregiver and child early in life 
may influence the child’s development and indeed 
the caregiver’s development later. The successful ac- 
complishment of a particular stage in childhood, be 
that learning to speak or walk or learning to read, 
may in and of itself influence the caregivers or the 
teacher in positive ways. 
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Garmezy (1985) has argued that resilience can 
best be understood in three domains: the child, 
the family, and the community Werner and Smith’s 
(1982) study on the Island of Hawaii provides an im- 
portant illustration of the complexity of protective 
factors and opportunities for preventive interven- 
tion and also shows factors in each of the three do- 
mains. They found that for youngsters growing up 
exposed to multiple adversities (e.g., poverty, some- 
times ill health, victimization by racism), strong re- 
lationships with the mother and the father and liv- 
ing in a relatively small family served as protective 
factors in infancy and young childhood. Relation- 
ships were protective in general across the span of 
childhood and adolescence. During childhood, 
strong relationships with siblings and parents also 
proved to be protective; later, peer relationships 
served a protective function. Moreover, early in life, 
a match between parental expectations and the par- 
ticular temperament that the child displayed was 
adaptive. In addition, high quality parenting was 
important both in expressing support, and also in 
providing structure, rule setting, and expectations. 
As the youngsters progressed into the developmental 
phase of adolescence, community, religious organi- 
zations, schools, and peers were more important. 
As they approached young adulthood, the availabil- 
ity of employment, education, mentoring, and social 
support were vital. 

In terms of protective factors for adolescent de- 
pression, in a study of resilient youth with depressed 
parents, Beardslee and Podorefsky (1988) found that 
resilient youngsters were activists, deeply involved 
in school and extracurricular activities, and deeply 
committed to interpersonal relationships. Resilient 
youngsters also were found to have considerable 
self-understanding. Self-understanding involved 
recognizing the parents’ illness, the youngsters’ be- 
lieving that they were not to blame, and understand- 
ing that they were free to go on with their own lives. 
These domains have been identified in a variety of 
other studies of resilience (Masten et al. 1990; Kup- 
fer and DeMarsh 1985). Related work by Carbonell 
and colleagues (2002), using the data from the Rein- 
herz longitudinal study showed that youngsters who 
were resilient had higher levels of family cohesion, 
higher self concept and self appreciation, a more 
positive outlook on life, more positive peer relation- 
ships, and they enjoyed spending time in the com- 
pany of others. 



18.2.3 How Risk/Protective Factors 

Work Together - The Example 
of Families Facing Adversity 

A number of researchers have found that risk and 
protective factors work in concert to produce their 
effects. Rutter and Quinton (1977) examined the ef- 
fect of the assembly of risk factors on the Isle of 
Wright and later in inner city London looking at 
outcomes in 10-year-old children. The factors they 
examined were severe marital discord, low social 
status, overcrowding, large family size, paternal 
criminality, maternal psychiatric disorder, and ad- 
mission into the care of local authorities (foster 
care). Those youngsters with a single risk factor 
were no more likely to present with a psychiatric 
disorder than children with no risk factors. How- 
ever, as the number of risk factors increased, the 
likelihood of childhood psychopathology increased 
as well. The risk was significantly greater than the 
simple sum of the effects. 

Looking at younger children and focusing on 
maternal illness, Sameroff and colleagues (1998) 
found similar effects on the cumulative impact of 
risk factors on child outcome by enrolling mothers 
with four types of psychiatric disorder and examin- 
ing their youngsters shortly after birth and then 
over a ten-year period. They found that a range of 
risk factors (e.g., severity of mental illness, minority 
status, the presence of adverse life events, large fam- 
ily size, lack of social support) working in combina- 
tion led to greater risk than any single factor alone. 
They similarly found that the presence of a single 
risk factor did not lead to major developmental 
problems, but when the number of risk factors in- 
creased, competence decreased. Moreover, it was 
not the diagnostic category of the parents but the 
level of impairment that led to poor outcome. Per- 
haps most importantly, children who came from 
homes where parents were poor and uneducated 
but non-ill fared less well than did children living 
in more well-to-do circumstances, even when their 
parents had a serious psychiatric illness. This em- 
phasizes the importance of social class and neigh- 
borhood in examining risk. 

In the case of children of depressed parents, it is 
the assembly of adversities that predicts who be- 
comes depressed or develops other difficulties, 
rather than any one factor alone (Beardslee et al. 
1996). 

It is important to note that the presence of family 
history in leading to psychopathology in children 
does not imply necessarily a genetic mechanism 
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and certainly not entirely a genetic mechanism. To 
begin with, children experience the same adversities 
as their parents, and there maybe a direct effect (e.g., 
in a family, the loss of bereavement may have an ef- 
fect on the child directly as well as on the parent, or 
in a job loss, diminished economic status). Also, it is 
often difficult to separate genetic and psychosocial 
influences and almost impossible to weigh the rela- 
tive balance because the parenting and social func- 
tioning of parents is impaired by their depression. 

Large scale epidemiologic studies have identi- 
fied factors that produce general, negative influences 
on children’s development and have shown how 
these factors work together. Also, just as an assem- 
bly of adversities is most likely to cause a poor out- 
come in these children, an assembly of protective re- 
sources in multiple domains is most likely to protect 
them (Aarons et al. 1999). This is the place where the 
opportunities for preventive intervention reside 
and, indeed multiple preventative interventions 
across developmental epochs of childhood may have 
a cumulative effect. (Yoshikawa 1994). 

18.3 Examples of Preventive 
Intervention Programs 



Although there is a dearth of research focused on 
prevention programs for depression, a few such pro- 
grams have been developed. Specifically, Clarke and 
colleagues (2001) have studied prevention in adoles- 
cents at risk for depression, Seligman and colleagues 
(Jaycox et al. 1994) have examined the prevention of 
depression in a school-based program, and Beards- 
lee and colleagues (2003) have examined a family- 
based approach to the prevention of depression in 
youth. These programs have in common an empha- 
sis on empirical evaluation through randomized 
trial designs, strong links to cognitive behavioral 
traditions, the targeting of specific risk by well- 
identified risk processes and, above all, an emphasis 
on building strengths and resources. Each of these 
programs will be reviewed below. 

18.3.1 Clarke's Preventive 
Intervention 



Based on the social learning model of depression, 
and on research by Lewinsohn and colleagues exam- 
ining risk for depression in adolescents (1994), 
Clarke and Lewinsohn (1995) developed the Coping 
with Stress (CWS) course, a manual-based psycho- 



educational group program that targets adolescents 
who are at risk for the development of significant 
depressive disorders. CWS is a modification of the 
Coping with Depression Course for Adolescents 
(CWDA; Clarke et al. 1990), which was developed 
for use with clinically depressed adolescents. It aims 
to assist vulnerable adolescents in gaining control 
over negative moods, resolving conflicts that arise 
at home and with peers, and altering maladaptive 
thought patterns. The basic premise is to help 
youngsters return to normal functioning. The pro- 
gram also encourages resilience by teaching teens 
the importance of positive thinking, and by review- 
ing ways to plan for stressful situations that may 
arise and to deal with them successfully. This pro- 
gram, which targets adolescents aged 13-18, was 
designed to be administered by mental health pro- 
fessionals (e.g., psychologists, psychiatrists, social 
workers) with prior experience with cognitive be- 
havioral treatments. A group rather than an individ- 
ual format was used because it is more cost effective, 
it provides opportunities for modeling and role- 
playing of interpersonal behaviors, and research 
suggests that the group setting may be beneficial 
during mid to late adolescence when peer relations 
are primary (e.g., Moreau et al 1991). Fifteen 1-h 
sessions are conducted over an 8-week period in 
which adolescents are instructed in self-help and 
cognitive restructuring techniques and then role- 
playing and modeling exercises are used to help 
adolescents apply new information to real world sit- 
uations. In addition, sessions include time to review 
and assign homework exercises, and each session 
concludes with unstructured sharing time. 

In the most recent report, Clarke and colleagues 
(2001) recruited adolescents with depressed parents 
who were enrolled in a program maintained by a 
health maintenance organization. Prospective adults 
(aged 30-65 with dependents aged 13-18 years) 
were identified if they had received two dispensa- 
tions of an antidepressant medication in the past 
year, or if they had two mental health visits within 
the past year. 

Adolescents enrolled in the project were divided 
into three groups based on the severity of depressive 
symptoms they endorsed. Adolescents labeled de- 
moralized were the focus of the prevention study, 
as they presented with subdiagnostic levels of de- 
pressive symptoms or had an elevated score on a 
self-report measure of depressive symptoms. Ado- 
lescents labeled depressed met criteria for a diagno- 
sis of major depressive disorder or dysthymia, and 
they participated in a separate treatment study. 
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Likewise, resilient adolescents presented with no 
significant depressive symptoms and no history of 
depressive disorder, and they were not investigated 
further. Demoralized youth and their parents com- 
pleted a battery of extensive assessments, including 
interview and self-report measures, at intake, post- 
treatment, and at follow-up assessments approxi- 
mately 1 and 2 years later. Demoralized youth were 
then randomized to the experimental (n = 45) or to 
a usual care condition (n = 49). 

In the experimental condition, adolescents par- 
ticipated in 15 1-h sessions in groups of 6-10 people; 
each group was led by a masters level therapist 
trained in CWS, as described above. Adolescents as- 
signed to both groups were permitted to continue 
any non- study-related mental health services, and 
information regarding those services was collected 
from usual care participants as a representation of 
the comparison group. Parents of children in both 
groups were invited to three separate informational 
and psychoeducational meetings during the early, 
middle, and later sessions of the youth groups. Par- 
ents were informed about the general topics covered 
in the youth groups and were able to ask questions 
specific to their children. Parent groups did not ad- 
dress parental illness, and no individual or family 
sessions were conducted. 

On measures of self-report depressive symptoms 
and on interview diagnostic assessments, adoles- 
cents assigned to the experimental condition gener- 
ally reported less depression than did adolescents 
assigned to the usual care condition. Survival anal- 
ysis over a 15-month period indicated that there was 
a rate of 9% in the experimental group, versus 28% 
in the usual care condition. No significant effects of 
the parent groups were reported. Clarke and his col- 
leagues have concluded that participation in their 
group intervention program brought the rate of de- 
pressive illness in demoralized offspring of de- 
pressed parents to a level consonant with the general 
rate of depression in community samples (i.e., in 
samples with no particular risk for illness). Cur- 
rently, Clarke and his associates are conducting a 
four-site effectiveness study using this preventive 
intervention. From the point of view of the Institute 
of Medicine’s diagram, this is moving to the effec- 
tiveness stage. Clarke’s work illustrates another 
principle that runs throughout the work with indi- 
viduals and families with depression. That is, pre- 
vention and treatment are inseparable; in recruiting 
for a prevention study, the investigator is bound to 
also identify a number of youngsters who need 
treatment. 



18.3.2 Seligman's Penn Preventive 
Intervention 



In the Penn Prevention Program, Seligman and his 
colleagues (Jaycox et al. 1994) developed and evalu- 
ated a district-wide, school-based indicated preven- 
tion program targeting 10- to 13-year-old children 
at risk for depression based on elevated, self-re- 
ported depressive symptomatology, self-reported 
parental conflict, or both. This prevention program 
was based on a model of explanatory style intro- 
duced by Seligman and his colleagues (Nolen-Hoek- 
sema et al. 1992) and on research identifying core 
cognitive deficits associated with youth depression, 
including negative self-evaluation, dysfunctional at- 
titudes, poor interpersonal problem solving, and 
low expectations for self-performance (Garber et 
al. 1993; Kaslow et al. 1984; Quiggle et al. 1992). Par- 
ticipants recruited for the treatment group were as- 
signed to one of three treatment programs: a cogni- 
tive training program, a social problem-solving pro- 
gram, or a combined program. Eighty- eight stu- 
dents were recruited for the no-participation con- 
trol group. Assessments included child self-report, 
teacher-report, and parent-report questionnaires. 

Results indicated that relative to control sub- 
jects, children who participated in any of the treat- 
ment groups reported significantly fewer depressive 
symptoms immediately following the program and 
at the 6-month follow-up, even controlling for initial 
levels of symptomatology. Moreover, teacher reports 
at follow-up revealed better classroom behavior in 
treatment participants relative to control partici- 
pants. Finally, overall treatment effects were more 
significant for children who, at the screening phase 
of the study, reported more significant depressive 
symptomatology and more significant parental con- 
flict at home. 

Seligman has expanded this approach and has 
taken it from efficacy into effectiveness. They have 
examined the next phase effectiveness trials by stud- 
ies in China (which found reduced symptomatology 
at 6-months old follow-up) and through a program 
with African-American youth (Seligman and Yu 
2002; Cardemil et al 2002). In the public health do- 
main, Seligman and his colleagues have also written 
a volume, »The Optimistic Child« (1995), for use di- 
rectly by parents, another programmatic translation 
of data from an efficacy study. 




252 Chapter 18 • Prevention of Risks for Mental Health Problems 



18.3.3 Boston Preventive 
Intervention Project 



In Boston, William Beardslee and associates devel- 
oped public health interventions for families where 
parents are depressed based on Rutter’s assertion 
(1990) that the transmission of risk occurs through 
negative interactions between parents and children. 
Beardslee’s approach emphasized a strong cognitive 
orientation, included the family as a whole, and em- 
phasized building strengths and resilience in young- 
sters. His approach came directly from studies of re- 
silience, and was designed from the beginning to be 
used by a wide range of practitioners from a large 
group of disciplines. The three specific areas of resi- 
lience encouraged in youth were (1) activities out- 
side the home, (2) involvement in relationships, 
and (3) the capacity for self-understanding. The pre- 
ventive intervention approach directly incorporated 
information about resilience that was presented to 
parents. Two interventions incorporated these prin- 
ciples and were manual based: public health lectures, 
and a six-session, stepwise clinician-based family in- 
tervention program. The latter intervention included 
a family meeting. Regularly scheduled follow-ups 
occurred at 6-9 month intervals. 

Over a period of time, it has become clear that 
families in the clinician-based group made more 
substantial gains, but that families in both groups 
have made substantial changes in parental behaviors 
and attitudes, and these changes have been sus- 
tained over time. Specifically, at the 4th assessment 
point two and one half years after enrollment, when 
following over 100 families with very little sample 
loss, Beardslee and associates showed that there 
were sustained behavior and attitude changes to- 
wards the illness on the parents’ part and, more im- 
portantly, that there were also sustained changes in 
understanding of parental depression and related is- 
sues on the children’s part (Beardslee et al. 2003). 
Perhaps most strikingly, regardless of the interven- 
tion group to which they were assigned, those fam- 
ilies that showed the most change had youngsters 
who increased the most in understanding. Thus, 
the intervention did improve family interactions 
about understanding parental depression substan- 
tially. Also, both groups showed a reduction in de- 
pressive symptomatology, arguing for the value of 
the preventive interventions on a core area related 
to the actual occurrence of depression. 

Beardslee and associates have followed these 
families for about 8 years and have used qualitative 
narrative analyses in addition to quantitative find- 



ings. The sustained behavior and attitude changes 
described by objective measurement reflected the 
family’s continued conversations about depression, 
and the family’s application of problem solving skills 
learned to new problems that emerged over time. 
Families reported that they understood depression 
better and were more likely to seek care in the early 
stages of a depressive episode (Beardslee 2002). 

Beardslee and colleagues found that as the chil- 
dren matured, they expressed a need for more com- 
plex explanations of depression and related family 
adversities. Similarly, the reoccurrence of illness in 
the parents also required further conversations. In 
this sense, depression had to be understood anew 
as youngsters went through developmental epochs. 
Beardslee and associates believe this is a manifesta- 
tion of a more general process in which families’ 
making meaning of adversity needs to be revisited 
and reunderstood both because of the processes of 
development within children and the continued ad- 
versities families face. They also found that as fam- 
ilies used prevention principles over several years, 
parents came to see depression in perspective and 
were able to make peace, move on, and indeed re- 
turn to usual functioning (Beardslee 2002). 

At the present time, the empirical evidence for 
the prevention of depression is robust but small in 
scope. The three approaches illustrate the specific 
applications of the general principles outlined ear- 
lier in this chapter. Each targets empirically identi- 
fied risk factors in groups at high risk for depres- 
sion. Each aims to enhance adaptive capacities over 
the long term, not just reduce risk. Each has a strong 
cognitive orientation, and consideration of even- 
tually being able to be used in effectiveness trials 
and large-scale programs were included from the 
beginning. Other examples of prevention ap- 
proaches for childhood and adolescent psychiatric 
disorders are offered throughout this volume and 
have much in common with these initial efforts 
for depression prevention. 

18.4 Healthcare Policy 
Perspectives: 

Systems Support 

and Reform for Prevention 



Systematic support for preventive interventions vary 
widely across health districts, and indeed are quite 
different in different countries. For example, in Hol- 
land, there is a network of preventionists and a sub- 
stantial portion (10%) of the budget of community 
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mental health center must be devoted to preventive 
intervention. Hence, there is a ready vehicle for the 
delivery of the intervention in place and what is re- 
quired is simply training people to do it. Moreover, 
there is a large and extensive program of other pre- 
ventions and interventions for children of mentally 
ill parents; hence new programs can be easily intro- 
duced. In settings where there is no tradition of pre- 
ventive intervention and no requirement to focus on 
it (e.g., in the USA), prevention requires a great deal 
more attention to systems support and funding 
mechanisms in order to introduce and sustain these 
prevention programs. 

As another example, in Finland there is a strong 
tradition of adopting evidence-based prevention ap- 
proaches, and considerable experience in how to 
both implement with fidelity to the investigator’s 
original approach, and how to translate approaches 
to large scale country-wide programmatic initia- 
tives. This makes the adoption of any particular 
new prevention program much easier. 

Consideration of systems failures and systems 
reform is an essential part of preventive interven- 
tions. Beardslee and associates examined what the 
preventionists in their study were actually doing 
and found that they were investing a great deal of 
time engaging in the health care system and trying 
to get treatment for parents. In fact, many parents 
experienced systematic discrimination and systems 
difficulties in obtaining their health care. As a result, 
Beardslee and colleagues argue that an essential part 
of the preventive interventionist’s role is to advocate 
for health care reform for better coverage for mental 
illness, parity, and extending coverage to those who 
don’t have it (Beardslee 1998, 2002). 

18.5 Summary and Conclusions 



1. There is great promise for future prevention ef- 
forts because the scientific understanding of the 
multiple influences on development is expand- 
ing rapidly. As we come to know more about 
how systems interact with individual lives and 
how systems reform at the local, city, state, 
and national levels can affect individual lives, 
we will have multiple opportunities to design 
more effective and comprehensive prevention 
programs. Similarly, as basic advances in neu- 
roscience, developmental epidemiology, and ge- 
netics evolve, these will offer many opportun- 
ities for the development of preventive interven- 
tion programs. Consideration of preventive in- 



terventions should be built in from the begin- 
ning of these investigations. 

2. From a clinical point of view, treatment and pre- 
vention are inseparable. Preventive interven- 
tions are often not considered either by clini- 
cians or by health care systems that often be- 
come preoccupied with treatment. However, 
clearly an evidence base is emerging for the val- 
ue of preventive interventions. The example of 
preventive intervention in adolescent depression 
has been cited, but many other examples exist as 
well. Systematic attention needs to be devoted to 
preventive intervention by countries, health care 
districts, and clinical practitioners. Both clini- 
cians and health care policy makers need to rec- 
ognize that prevention and clinical care require 
somewhat different orientations (Beardslee 
1998). Support for both is necessary. 

3. Approaches that have a strong cognitive orienta- 
tion and build strengths and resources are likely 
to be most effective. A recent book by the Amer- 
ican Psychological Association on strength- 
based programs (Maton et al. 2003) emphasizes 
a wide array of evidence-based preventions or 
systems programs that can improve care. 

4. An approach to risk suggests two major ways of 
preventing difficulties. Early in life, programs 
that support the general development of the 
child and are not specific for a particular mental 
illness such as high quality daycare or high qual- 
ity schools are in order. Later in the life of chil- 
dren and their families, more specific ap- 
proaches for those at highest risk can be em- 
ployed. 

5. From the point of view of prevention and young- 
sters, consideration of the family as a whole is 
absolutely essential. Far more efforts need to 
be directed to family care and prevention as op- 
posed to individual care and prevention. 

6. While some treatments and prevention pro- 
grams have been tested in different countries 
and different cultural settings, very little work 
has been done on understanding either resili- 
ence differently in different cultures or the deli- 
cate, unfolding interplay of risk and protective 
factors and how this evolves in different cultures 
and different countries. Understanding the vi- 
cissitudes in risk and resilience in different cul- 
tural and national contexts is an important goal 
in and of itself and will also substantially ad- 
vance the development and evaluation of pre- 
ventive interventions. Similarly, understanding 
the impacts of different kinds of health care sys- 
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terns, those that incorporate prevention and 
those that do not, for example, would aid a great 
deal in understanding how to be most effective 
in mounting preventive interventions. As a com- 
plement to this, of course, is the need for much 
further work on understanding cultural compe- 
tence and developing prevention programs that 
reflect such competence. 

7. Much more consideration needs to be given to 
mounting multiple preventive interventions 
simultaneously that address a single condition 
but using multiple strategies working in concert. 
These approaches have been used successfully in 
combating smoking and risks for cardiovascular 
disease (IOM Report 1994) and some compre- 
hensive community-wide interventions exist 
(Hawkins et al. 1992). More effort to coordinate 
and integrate approaches in mental health is 
needed. 
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19.1 Early Detection 
and Prevention, 
General Remarks 



19.1.1 Introduction 



This chapter focuses on developmental disorders. 
The term »developmental« implies that individuals 
with these conditions suffer from disturbances in 
the normal sequence of developmental milestones 
in terms of skills and competencies, with possible 
important implications throughout the life span. 
The developmental problems of young children are 
attracting increasing interest because it is now pos- 
sible to achieve an early diagnosis. This, in turn, 
makes it possible to provide timely medical care, 
educational planning, and family support and in- 
struction, which will reduce the stress and anguish 
experienced by the families of these children. 

The early detection of developmental disorders 
calls for two different levels of investigation. Level 
1 screening, which should be applied to all children, 
relies on the health care professional’s ability to 
identify children at risk of developmental disorders, 
based on clinical observation and a review of mile- 
stones (Glascoe 1999), screening tests, and parental 
concerns. Level 2 involves a more in-depth investi- 
gation of children identified as being at risk of a de- 
velopmental disorder. This diagnostic assessment 
aims at differentiating between the different devel- 
opmental disorders and determining the best inter- 
vention based on the child’s behavioral abilities and 
deficiencies. 
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19.1.2 Clinical Observations 

and Review of Milestones 



Regular monitoring of a child’s development during 
early life may facilitate the early detection of devel- 
opmental problems. The monitoring system used 
varies between countries. Some countries have 
well-baby clinics, in which trained doctors see chil- 
dren at regular intervals during the first years of life, 
with the aim of detecting developmental problems in 
an early stage and of referring children on to appro- 
priate centers. Some well-baby clinics use specific 
well- child clinical forms with preprinted develop- 
mental milestones that are appropriate for each rou- 
tine visit. The use of these forms, together with as- 
sessment of age-appropriate skills in various devel- 
opmental domains, increases the probability of ac- 
curately identifying a child at risk. In other coun- 
tries, general practitioners (GPs) provide all pri- 
mary care services for young children. Some general 
practices have specialized nurses to monitor and 
supervise the development and health of under 5- 
year-olds (Garralda 2002). Yet other health care sys- 
tems have specially trained nurses who carry out 
home visits, either on request or routinely. Regard- 
less of the type of organization or health care sys- 
tem, most fail to allocate sufficient time for a thor- 
ough examination of the child. 

19.1.3 Standardized Developmental 
Screening Tests 



Screening activities are crucial to early diagnosis. 
The purpose of screening is to identify children at 
risk so that they can be referred for full diagnostic 
assessment. The most important obstacles to the 
routine use of developmental screening tests are 
their length, their expense, and the difficulty man- 
aging children’s behavior during testing (Glascoe 
1999). 



19.1.4 Parental Concerns 



Physicians and nurses should listen to the concerns 
parents may voice about the development of their 
child. Several studies by Glascoe have shown that 
parental concerns about speech and language devel- 
opment, behavior, or other developmental issues are 
highly sensitive (i.e., 74-83%) in detecting global 
developmental problems (Glascoe 1994, 1997, 



1999). Parents are usually correct in their concerns 
about their child’s development. They may not be 
accurate regarding the qualitative and quantitative 
parameters surrounding the developmental ab- 
normality, but usually if there is a concern, there 
is indeed a problem in some aspect of the child’s de- 
velopment. Under some circumstances, parental 
concern is a better predictor than the result of a 
screening test. Two or more concerns voiced by par- 
ents was found to be a significant predictor of dis- 
abilities, whereas additional screening resulted in 
underdetection of disabilities (Glascoe 2000). 

19.1.5 Prevention 



Prevention initiatives can be classified as primary, 
secondary, or tertiary (Offord and Bennett 2002; Ca- 
plan 1964; Cowen 1983). Primary prevention seeks 
to reduce the incidence or number of new cases of 
a disorder or illness. Secondary prevention aims 
to lower the prevalence of the disorder or illness 
by early identification and effective treatment, and 
tertiary prevention aims to reduce the severity of 
the impairment associated with an existing disorder 
or illness. 

19.2 Autism Spectrum Disorder 



19.2.1 Introduction 



Social interaction is a bidirectional process in which 
each interacting member adapts his or her behavior 
to correspond with that of the other. It is the overall 
ability of a person to initiate interactions and to re- 
spond to another person’s behavior (Ghuman et al. 
1998). Impairments of socialization are the core-de- 
fining feature of autism. Other important features of 
autism are impairments in verbal and nonverbal 
communication and restricted and repetitive pat- 
terns of behaviors. The impairments in these do- 
mains go beyond simple immaturity, with children 
showing behaviors that would be abnormal at any 
age. Autism was first reported in 1943, but in re- 
cent years the construct has been broadened and 
it is now considered to be a spectrum of related dis- 
orders: the autism spectrum disorders (ASD). 
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19.2.2 Relevance 

for Further Development 



Autism is a lifelong disorder and it is unlikely that 
the affected individual will be able to live indepen- 
dently. Individuals with both autism and severe 
mental retardation require supervised living and 
working situations throughout their lives. But even 
the large majority of individuals with average or 
higher intelligence require help in finding and keep- 
ing jobs and with coping with responsibilities and 
social demands throughout their lives (Rutter et 
al. 1992). 

The ASD are not rare. Large systematic epide- 
miological studies conducted since 1987 suggest a 
prevalence of 6-9 per 10,000 people (Fombonne 
1999). An additional 12.25 cases per 10,000 indivi- 
duals was estimated for atypical autism, giving an 
overall rate for ASD of 20 per 10,000. Recent studies 
reported rates for ASD of 45.8 per 10, 000 (Charkra- 
barti and Fombonne 2001), and 30.8 per 10,000 
(Baird et al. 2000). These prevalence rates are signif- 
icantly higher than those reported in the early 1970s 
and further emphasize the need for improved early 
screening and diagnosis. 



19.2.3 Early Detection 



Autism is usually considered to start in infancy but 
is rarely diagnosed before 3 years, which is consid- 
ered unacceptably late (Bristol-Power and Spinella 
1999). Typically, social interaction is assessed as 
part of routine developmental monitoring proce- 
dures. Further evaluation is required if a parent ex- 
presses concern about delayed socialization because 
parents rarely complain about the social develop- 
ment of their children (Filipek et al. 1999). The 
problems noticed by parents are usually not specific 
features of autism, but rather reflect difficulties in 
talking (even before the child might normally be ex- 
pected to speak) or difficulties in settling, eating, or 
sleeping; the child may throw tantrums (Dahlgren 
and Gillberg 1989). Since we have currently no bio- 
logical marker for ASD, screening must focus on be- 
havior. 

It is particularly difficult to diagnose ASD in very 
young children. This may be due to several factors. 
For instance, there is a considerable heterogeneity 
among people with ASD. Moreover, social and lan- 
guage deficits and delays can be identified only after 
the child is of an age to interact with other children, 



and the developmental level or intelligence of the 
child may affect symptom expression. The low inci- 
dence of autism leads to low index of suspicion, and 
the disorder appears to have a gradual onset without 
clear evidence of sensorimotor impairment. Chil- 
dren with ASD typically sit, crawl, and walk at the 
expected age. Many even produce a few words at de- 
velopmentally appropriate times, although these 
words seldom develop into useful early language (Fi- 
lipek et al. 1999). Symptoms and signs that may be 
present during infancy (serious facial expression, in- 
creased irritability, sleep and eating difficulties, pla- 
cidity, stereotypies) are behaviors commonly seen in 
otherwise typically developing young children. 

Despite these difficulties, retrospective and pro- 
spective studies have shown evidence not only for 
the early occurrence of autistic symptoms, but also 
for the continuity between some early manifesta- 
tions and later disorders (Adrien et al. 1993; Oster- 
ling and Dawson 1994). This has led to the develop- 
ment of screening instruments for autism in young 
children. Baron-Cohen and colleagues have been in- 
fluential in this, with the development of the Check- 
list for Autism in Toddlers (CHAT Baron-Cohen et 
al. 1992). This short checklist, which assesses joint 
attention and pretend play behaviors, is intended 
for use in children aged about 18 months. In Eng- 
land, health visitors and general practitioners 
screened over 16,000 children with the CHAT (Bar- 
on-Cohen et al. 1996). The CHAT was found to have 
a sensitivity of 38% and a specificity of 98% for 
identifying autism. Repeated screening 1 month 
later reduced the sensitivity to 20%, although the 
specificity was close to 100% (Baird et al. 2000). 

Robins et al. (2001) made several modifications 
to the CHAT in an attempt to improve its sensitivity. 
They extended the checklist to 23 items, changed the 
age of screening to 24 months instead of 18 months, 
and used a structured telephone interview as an in- 
termediate screening step. The revised instrument, 
the modified-CHAT (M-CHAT), was primarily de- 
signed to act as a level 1 screening instrument. 
When used to screen a nonselected population of 
1,122 children, 3 children with autism/ ASD were 
identified. These results are promising although 
the sample size was too small to draw definite con- 
clusions about the use of the M-CHAT as a level 1 
screening instrument. In another study, the M- 
CHAT identified 36 children with autism/ASD from 
a population of 171 children referred for early inter- 
vention. 

The Autism Screening Questionnaire is a 40- 
item scale based on a diagnostic interview, the 
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ADI-R (Berument et al. 1999). It was designed by 
Michael Rutter and Cathy Lord to be completed by 
the primary caregiver of individuals who might have 
an ASD. The instrument was found to have good dis- 
criminative validity with respect to distinguishing 
ASD from other diagnoses in children older than 
4 years. 

The Screening Tool for Autism in 2-year-old in- 
fants (STAT) consists of 12 items that are adminis- 
tered within a play-like interaction with the child 
(Stone et al. 2001). It was developed to assist com- 
munity professionals in identifying young children 
with possible autism. The instrument was tested in 
an outpatient multidisciplinary evaluation center; 
however, its utility in other community-based set- 
tings remains to be determined. 

The Pervasive Developmental Disorders Screen- 
ing Test [PDDST (Siegel 1996)] is a clinically derived 
parent questionnaire that consists of three versions, 
each version being targeted at a different level of 
screening. No information has been published on 
its utility in young children. 

Our research group has worked on the develop- 
ment of a screening questionnaire that can be used 
to test infants at about 14 months of age (Willem- 
sen-Swinkels, submitted). The screening instrument 
ESAT (Early Screening of Autistic Traits) was tested 
in a random population of 31,724 toddlers via a two- 
staged method (Dietz et al., submitted a). Items of 
the ESAT are answered by parents as well as by 
trained psychologists, during a home visit. 
Although 17 very young children with ASD could 
be adequately identified with this screening method, 
many cases were missed. Moreover, the differentia- 
tion from other childhood psychiatric disorders 
was poor, resulting in a high number of false-posi- 
tive results for related disorders such as language 
disorder and mental retardation without ASD. An- 
other problem was that many parents refused to co- 
operate with in-depth clinical assessments at this 
very young age. Overall, the results suggested that 
a suitable age to be extra alert to the presence of au- 
tistic disorders is about the second birthday. Post 
hoc analyses of 44 parent-response items for more 
than 350 preschool children (over 40 with ASD) will 
be used to develop the final version of this screening 
instrument to be used in infants of about 2 years 
(Dietz et al., submitted b). 

In the absence of a medical test to unequivocally 
diagnose ASD, definitions of autism and related con- 
ditions are based on behavioral manifestations, with 
all the unreliability this entails. To minimize this un- 
reliability as much as possible, the diagnostic pro- 



cess for ASD should include the use of a diagnostic 
observation instrument like the Autism Diagnostic 
Observation ScheduleGeneric (ADOS-G; Lord et 
al. 1998). Furthermore, sufficient time should be 
planned for a standardized parent interview, 
such as the Autism Diagnostic Interview-revised 
(ADI-R; Le Couteur et al. 1989; Lord et al. 1994). 

19.2.4 Prevention 



19.2.4.1 Primary Prevention 

There is a growing interest in the genetics of ASD. 
Several research groups have identified chromosom- 
al regions that appear to be strongly linked with 
ASD (Szatmari et al. 1998; Shastry 2003; Yonan et 
al. 2003; International Molecular Genetic Study of 
Autism Consortium 1998). It is very likely that in 
the next decade susceptibility genes will be identi- 
fied. Susceptibility genes, or genes of minor effect, 
increase the risk of disease but they are neither nec- 
essary nor sufficient for its development. Therefore, 
the identification of susceptibility genes is a long 
way from preimplantation diagnosis and prenatal 
diagnosis. Primary prevention by means of genetics 
is not a real option in the immediate future. 

19.2.4.2 Secondary Prevention 

Overall, there is consensus that autism is a lifelong 
disorder that, on the basis of current knowledge, 
cannot be cured. A study of the application of Ap- 
plied Behavioral Analysis (ABA) to very young pre- 
school-aged children with autism reported extraor- 
dinary results (Lovaas 1987). However, numerous 
studies in the 1990s used the original ABA tech- 
niques or modified versions and reported smaller 
improvements. All failed to replicate the complete 
restoration of »normal« functioning reported in 
the original study (Leaf and McEachin 1999; Smith 
et al. 2000). 



19.2.4.3 Tertiary Prevention 

With the current state of knowledge, tertiary pre- 
vention (e.g., reducing the severity of the impair- 
ment) is the only realistic aim of interventions for 
autism. In 2001 the National Research Council of 
the USA considered the state of scientific evidence 
of the effects of early educational intervention on 
young children with ASD. The Council concluded: 
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»A large body of research has demonstrated sub- 
stantial progress in response to specific interven- 
tion techniques in relatively short periods of time 
(e.g., several months) in many specific areas, in- 
cluding social skills, language acquisition, non- 
verbal communication, and reduction in chal- 
lenging behaviors. Longitudinal studies over 
longer periods of time have documented 
changes in IQ scores and in core deficits (e.g., 
joint attention), in some cases related to treat- 
ment, that are predictive of longer term out- 
comes. However, children's outcomes are vari- 
able, with some children making substantial pro- 
gress and others showing very slow gains. 
Although there is evidence that interventions 
lead to improvements, there does not appear 
to be a clear, direct relationship between any 
particular intervention and children's progress. 
Thus while substantial evidence exists that treat- 
ment can reach short-term goals in many areas, 
gaps remain in addressing larger questions of 
the relationship between particular techniques 
and specific changes.« 

Different types of early treatment, which differ in 
their focus, approach, setting, and especially inten- 
sity, have been described. Below, we briefly review 
the literature about early intervention for autism. 

A distinction can be made between interven- 
tions that target special features and more compre- 
hensive programs (Rogers 1998). While there is ex- 
tensive evidence that targeted interventions, such as 
those focused on aspects of communication, are ef- 
fective, there is less evidence that comprehensive 
educational programs result in general gains (Lord 
2000). A likely candidate for a targeted intervention 
is joint attention behaviors. In typical development, 
joint attention behaviors emerge between 6 months 
and 12 months and involve the triadic coordination 
or sharing of attention between the infant, another 
person, and an object or event. The term encom- 
passes a complex of behavioral forms including gaze 
and point following, showing, and pointing. Numer- 
ous observations suggest that joint attention distur- 
bances reflect a fundamental component of the 
etiology of autism (Mundy and Neal 2001; Leekam 
et al. 2000). For example, an impairment in joint at- 
tention skills is specific to children with autism, is 
characteristic of the majority of young children with 
autism, and is associated with later developmental 
outcome (see for review Kasari et al. 2001; Charman 
2003). Interventions that focused on joint attention 
skills resulted in significant gains in responding to 



joint attention and joint attention initiation (Whalen 
and Schreibman 2003) or language development 
(Drew et al. 2002) after treatment. 

Two contrasting treatment approaches have re- 
ceived much attention in the literature: the tradi- 
tional, discrete trial approach and the contemporary 
behavioral approach. Contemporary behavioral ap- 
proaches use systematic teaching trials that are ini- 
tiated by the child and focus on the child’s interest. 
The trials are embedded in the natural environment 
and natural reinforcers are used that follow what the 
child is trying to communicate. The few studies that 
have compared the traditional discrete trial 
approach with naturalistic approaches report that 
naturalistic approaches are more effective at leading 
to generalization of gains to natural contexts (Koegel 
1998, 2000; Krantz 2000). Lack of generalization 
across stimuli, settings, and people has been noted 
as the most important limitation of the discrete trial 
approach (National Research Council 2001). 

It has been suggested that clinic-based, profes- 
sionally directed treatment approaches provide the 
optimal setting for early intervention. However, in 
practice, in most countries the facilities for this, such 
as specialized clinics and professionals with suffi- 
cient training, experience, and expertise, are not 
available. For this reason, treatment programs tend 
to involve the child’s parents as a (partial) substitute 
for professionals. However, the demands associated 
with having a child with disabilities are often stress- 
ful to parents, and this stress could be aggravated by 
the need to designate certain times to work on one- 
to-one with their child. Yet, programs designed to fit 
into the family lifestyle and routine, so that teaching 
can occur on an ongoing basis throughout the day in 
natural settings, have been shown to actually de- 
crease family stress because of increased feelings 
of competence and success (Koegel 2000). An addi- 
tional advantage of involving parents is that they 
provide support and assistance throughout the 
child’s life (Ozonoff and Cathcart 1998). 

An extreme example of parental involvement are 
the so-called workshop programs, in which the par- 
ents themselves initiate, manage, and direct a treat- 
ment program with a minimum of professional con- 
sultancy. Preliminary results for the use of parent- 
managed treatment approaches are not very encour- 
aging. Research to date suggests that although par- 
ent-managed programs may bring about gains in 
language, adaptive, and intellectual functioning, 
the gains are much smaller than those reported 
for clinic-based programs (Bibby et al. 2001; Smith 
et al. 2000). 
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Parent training approaches represent an inter- 
mediate form between the two extremes of purely 
professional-based and purely parent-based treat- 
ment settings. In parent training approaches, par- 
ents are extensively trained to provide at least part 
of the behavioral intervention. In this approach, 
parental treatment delivery and the number of hours 
of intervention are closely monitored and backed up 
by the constant availability of professional advice 
and support. 

An issue that has generated heated controversy 
in recent years concerns how often interventions 
should be given (Koegel 2000). Some investigators 
have claimed that a very intensive behavioral inter- 
vention (minimum 25 h per week) is needed for 
maximum therapeutic effect (Lovaas 1987; Pelios 
and Lund 2001; Schreibman 2000; Gill 2001). Others 
have protested against intensive behavioral inter- 
ventions (Marcus et al. 2000; Rapin 2001; Boyd 
and Corley 2001), arguing that the value of these 
treatments is far from scientifically proven and does 
not exceed the burden that intensive treatment 
places on the family and community resources. 
Sheinkopf and Siegel analyzed the effect of treat- 
ment intensity in a study of home-based behavioral 
treatment and found that treatment intensity was 
not related to therapeutic response (Sheinkopf and 
Siegel 1998). They advanced two possible explana- 
tions. The minimum number of treatment hours 
per week needed for a therapeutic effect may have 
been overestimated, and the involvement of parents 
and the implementation of treatment at home may 
have helped parents generalize their skills to in- 
structive interactions outside the formal treatment 
sessions. 

The treatment studies performed so far have 
shown that even the most effective treatment has a 
very variable response. Thus, while some children 
may improve substantially, even achieving normal 
and near-normal functioning, the majority improve 
to a lesser degree or not at all. This variability in 
treatment outcome suggests that there are variables 
affecting outcome that have not yet been identified 
(Ingersoll et al. 2001). Given the heterogeneity in 
the autism population in terms of symptom presen- 
tation, it is likely that important child variables are 
involved. Other possible moderators of the efficacy 
of interventions, especially caregiver-involved inter- 
ventions, are caregiver sensitivity, motivation, stress, 
depression level, socio-economic status, education, 
and child’s attachment security to the caregiver. 



19.3 Attachment Disorder 



19.3.1 Introduction 



According to attachment theory, there is a biologi- 
cally based bond between the child and the caregiver 
that assures the protection and survival of the child. 
This theory is widely accepted with regard to social 
and emotional development, and there is consider- 
able theoretical and empirical evidence that the 
quality of this child-parent bond significantly influ- 
ences the development of psychopathology. 

Besides attachment theory, interest is emerging 
in the much less well-understood Reactive Attach- 
ment Disorder. The first diagnostic definition of Re- 
active Attachment Disorder appeared in 1980. 
Nowadays, two forms of Reactive Attachment Disor- 
der are recognized. The core of the »disinhibited« 
form is »indiscriminate« sociability or a lack of se- 
lectivity in the choice of attachment figures. In the 
second subtype, the »inhibited« form, the predomi- 
nant disturbance in social relatedness is »the persis- 
tent failure to initiate and to respond to most social 
interactions in a developmentally appropriate way« 
(American Psychiatric Association 1994). The con- 
nection between attachment theory and reactive at- 
tachment disorder is unresolved (O’Conner 2002). 

19.3.2 Relevance 

for Future Development 



Attachment status is a reflection of a child’s level of 
social competence in settings beyond the caregiver- 
child dyad and in later phases of development. In- 
fant attachment status predicts a child’s socio-emo- 
tional functioning in at least three domains: inter- 
acting with siblings, developing relationships with 
friends, and dealing with peers who are not close 
friends. Insecure attachment patterns are not seen 
as being abnormal in themselves, but rather as a risk 
factor, while security is viewed as a protective factor. 
The rate of attachment disorder is thought to be very 
low, but its actual prevalence is unknown. 

19.3.3 Early Detection 



There is no established protocol or assessment strat- 
egy for measuring attachment disorders in a clinical 
or research context. This stresses the need for col- 
lecting information from a variety of sources and 
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with a variety of methods. At the very least, this 
should include a clinical interview with caregivers 
and an observation of the child interacting with a 
stranger (O’Conner 2002). 

19.3.4 Prevention 



19.3.4.1 Primary Prevention 

Primary prevention can take the form of minimizing 
separation from parents. Nowadays, in hospitals it is 
less common for parents and infants to be separated 
than in the past. Another aspect is the prevention or 
early detection of emotional separation caused by 
serious parental mental illness, particularly depres- 
sion. 



19.3.4.2 Secondary Prevention 

According to the attachment theory, care-giving 
styles play a causal role in attachment status. Studies 
of infants have shown that several indices of mater- 
nal sensitivity are associated with security. For ex- 
ample, experimental studies have shown that when 
infants have to undergo medical interventions, the 
care-giving sensitivity of their mothers increases, 
which in turn increases the probability that the 
mothers and infants form a strong attachment 
(van IJzendoorn et al. 1995). However, a meta-anal- 
ysis revealed that dimensions of maternal behavior 
accounted for only a modest-to-moderate portion 
of the variance in attachment status (DeWolff and 
van IJzendoorn 1997). Care-giving sensitivity can 
therefore not be regarded as the sole determinant 
of attachment status. 

Intervention can also focus on parent education 
(Marvin 2003). The goal of this type of intervention 
is to make explicit the parents’ knowledge of normal 
ordered patterns of the attachmentcare-giving inter- 
action and to help them understand the cause and 
logic of disordered behavior. 

More needs to be learned of the mechanisms un- 
derlying these interventions and whether beneficial 
effects of attachment-based interventions are com- 
parable to or greater than those found with alterna- 
tive approaches, such as individual thematic play 
therapy. Nevertheless, there is strong and growing 
empirical support for attachment-based interven- 
tions (O’Conner 2002). 



19.3.4.3 Tertiary Prevention 

Very little is known about the form and effectiveness 
of interventions for children with attachment distur- 
bances severe enough to warrant the term attach- 
ment disorder. It seems natural to suppose that in- 
terventions developed for attachment disorder 
would build on existing knowledge about effective 
attachment-based interventions, but this is not the 
case (O’Conner 2002). »Alternative« approaches, 
such as so-called holding therapies (Hughes 1999), 
have attracted attention but have not been ade- 
quately evaluated (O’Conner 2002). 

19.4 Language Disorder 



19.4.1 Introduction 



In general, children are born with an astonishing fa- 
cility to learn languages. A typical child can, by 
4 years of age, produce long and complex sentences, 
speak clearly and intelligibly, and understand a vo- 
cabulary of tens of thousands of words. However, 
there are children whose communicative develop- 
ment does not proceed in such a straightforward 
fashion. There are several possible causes of lan- 
guage delay, such as mental retardation, craniologi- 
cal disorders, cerebral palsy, autism, traumatic brain 
injury, and hearing loss (Downey et al. 2002). 

A diagnosis of specific developmental language 
disorder (DLD) is appropriate when the child’s lan- 
guage lags well behind that of children of a similar 
age although the child’s development is proceeding 
normally in other respects. The Diagnostic and Sta- 
tistical Manual of Mental Disorders fourth edition 
(DSM-IV; American Psychiatric Association 1994) 
draws a distinction between expressive DLD and 
mixed receptive-expressive DLD. There have been 
suggestions that the two subtypes are qualitatively 
distinct (Lahey and Edwards 1995), but most evi- 
dence justifies treating them as points on a con- 
tinuum of severity (Bishop 2002). 

19.4.2 Relevance 

for Future Development 



Speech and language impairments are among the 
most common handicapping conditions of child- 
hood. Two epidemiological surveys, in the USA 
and Canada, estimated the prevalence of these im- 
pairments to be about 7% in 5-year-old children 
(Tomblin et al. 1997; Johnson et al. 1999). 
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The existence of language impairments in a 
young child is highly prognostic of a relatively low 
level of language performance in the adult (Johnson 
et al. 1999). In particular, children with significantly 
impaired receptive language skills experience lan- 
guage difficulties that often increase with age (Rut- 
ter and Mawhood 1991). Furthermore, there is a 
strong co-occurrence of spoken and written lan- 
guage difficulties, probably because both stem from 
deficiencies in the underlying speech processing 
system. In addition, children with a DLD have more 
social problems and psychiatric disorders. 



19.4.3 Early Detection 



A hallmark of DLD appears to be the late appearance 
of first words, with a protracted period of lexical de- 
velopment thereafter. Word combinations also ap- 
pear at a later age than expected. 

Middle-class children with slow expressive lan- 
guage development as toddlers have a real chance 
of performing within the normal range in terms of 
language and academic achievement by the time 
they reach school age, even in the absence of inten- 
sive intervention. Follow-up studies have found that 
approximately half of the toddlers who display a late 
onset of talking at age 2 years catch up with their 
peers by 3 years and exhibit no further language 
problems (Paul 1991; Rescola and Schwartz 1990; 
Roberts et al. 1998). This has led some to recom- 
mend the policy of monitoring rather than direct in- 
tervention (Paul 2000), at least for children from 
stable, relatively advantaged families with no addi- 
tional risk factors. Others have argued that every late 
talker should be treated, to increase the chance that 
their language skills will fall within the normal 
range. This argument is based on the need to take 
advantage of the critical period for brain develop- 
ment and the optimal degree of neural plasticity that 
is present before 3 years of age. The benefits of start- 
ing an intervention early, before secondary impair- 
ments develop, needs to be balanced against the risk 
of wasting intervention resources on children whose 
difficulties are likely to resolve spontaneously. The 
question is how to identify young children with ser- 
ious language impairments who are unlikely to 
spontaneously »outgrow« their delay. Bishop offered 
the following guidelines (Bishop 1994, 2002): chil- 
dren whose expressive vocabularies consist of fewer 
than 50 words at the age of 24 months should be 
carefully monitored, whereas long-term problems 



are unlikely in children with vocabularies of more 
than eight words who have good comprehension. 

The conventional way to assess and identify 
children with language impairments is to use tradi- 
tional standardized omnibus tests, using the criteri- 
on that the standard score on a language test and a 
nonverbal IQ test differ by at least 1 SD. This omni- 
bus test approach has several limitations. First, there 
are no intrinsic criterion for where to draw the line 
between »normal« and »affected«, and the choice of 
1 SD is arbitrary. Secondly, there is no clear indica- 
tion of how to translate a child’s score into particu- 
lar linguistic competencies that may or may not be 
affected. Knowledge of a child’s standardized test 
score does not indicate which aspects of language 
development require supplementary training. 
Thirdly, it is not possible to interpret a child’s per- 
formance relative to the expected adult level of lan- 
guage, or a child’s level of progress toward that level 
(Rice 2000). 

Rice argues that instead of trying to encompass 
all dimensions of language competence in a single 
identification instrument, it would be of more value 
to target those dimensions that accurately identify 
affected children (i.e., show high levels of sensitiv- 
ity). She suggests that it might be possible to iden- 
tify young children with language impairments 
based on certain grammatical morphemes. Children 
with specific language impairments are very late in 
acquiring grammatical morphemes, a characteristic 
symptom that is thought to be a hallmark of the 
condition (Bishop 1997; Leonard 1998; Rice 2000). 
The use of a clinical grammatical marker for identi- 
fication purposes could improve the »hit« rate in de- 
termining which children have a specific language 
impairment and which can be considered to be de- 
veloping in a typical manner. 



19.4.4 Prevention 



19.4.4.1 Primary Prevention 

Twin and adoption studies consistently suggest that 
heritance has a strong influence on measures of ver- 
bal ability. Indeed, a case could be made that verbal 
measures are among the most heritable behavioral 
traits (Plomin and Dale 2000). This offers the hope 
of early gene-based detection or prediction of chil- 
dren at risk of language impairments in the future. 
This would enable the use of preventive interven- 
tions instead of treatment interventions when lan- 
guage problems are full blown and cast a long and 
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broad shadow over a child’s cognitive and social de- 
velopment. 

Preventive interventions are sometimes used for 
children from more deprived backgrounds. Children 
raised in economic poverty have a below average de- 
velopment of language and are over-represented 
among children with reading difficulties. This has 
led to the development of intervention programs 
providing »enrichment« or compensatory educa- 
tions The idea is to compensate for the children’s 
supposed deprivation. These types of programs 
are discussed in the section on overall level of cog- 
nitive functioning. 

19.4.4.2 Secondary 

and Tertiary Prevention 

Somewhat surprisingly, children with specific lan- 
guage impairments who are acquiring a language 
with a rich inflectional morphology seem less im- 
paired in the use of grammatical inflections than 
their counterparts who are acquiring a language 
with a sparse inflectional morphology, such as Eng- 
lish. This suggests that certain characteristics render 
grammatical morphemes more (or less) accessible. 
This finding has implications for intervention be- 
cause it means that one could try to provide optimal 
input (Leonard 2000). Stories and conversations 
with young infants and children could be adjusted 
to include more inflected forms of words. Other in- 
vestigators have suggested that increasing the dura- 
tion of pauses separating speakers’ utterances may 
be another way to promote linguistic processing 
(Ellis Weismer 2000). 

A related theory suggests that children with spe- 
cific language impairments have a limited process- 
ing capacity. This theory suggests that one should 
try to reduce the processing demands of the lan- 
guage learning task for these children, for instance 
by lowering the rate of speech, vocal stress, or by 
using visual cues accompanying spoken language 
(Ellis Weismer 2000). Another suggestion is the 
use of scripts, familiar routines for common events 
such as bath-time, bedtime, and birthday parties. 
The assumption is that an intervention given during 
a familiar routine will reduce a child’s cognitive load 
so he or she can focus on language targets (McCor- 
mick 1997). 

Other procedures that are widely used to facili- 
tate language development in children are sentence 
recasting (a child’s utterance is immediately re- 
peated by the adult with some modifications, often 
correcting errors in the child’s utterance); elicited 



imitation (presentation of a nonverbal stimuli along 
with a request for a specific verbal response from 
the child); and modeling (presentation of a set of 
training stimuli, and asking the child to respond 
in the same manner; Frey and Proctor-Williams 
2000 ). 

In general, there has been a move away from a 
focus solely on grammar and phonology toward in- 
terventions that develop the social use of language 
(Bishop 2002). Speech and language therapists 
usually carry out the interventions. Clinician-imple- 
mented early language intervention programs have 
significant facilitating effects on language develop- 
ment (Ellis Weismer and Schraeder 1993; Robertson 
and Ellis Weismer 1999). Moreover, professional in- 
tervention can often prevent the development of ad- 
ditional behavioral, learning, reading, and social de- 
velopment disorders (Downey et al. 2002). 

It can be especially attractive to involve parents 
in interventions for preschool-aged children. In 
these approaches, parents are trained to promote 
their children’s language development at home, so 
that the intervention can be interwoven into natural 
episodes of communication. These programs are 
generally effective (Whitehurst et al. 1991; Girola- 
metto et al. 1997, 1999). 

A third way is to use computer programs to pro- 
mote language development. Several studies suggest 
that children with DLD have difficulty processing 
brief or rapidly presented stimuli. This inspired Tal- 
lal and colleagues to develop a special computer- 
based training exercise called »Fast Forward«, which 
attempts to speed up the neural processing of rapid- 
ly successive acoustic stimuli (Merzenich et al. 1996; 
Tallal et al. 1996). 

19.5 Mental Retardation 



19.5.1 Introduction 



People who have a level of cognitive functioning sig- 
nificantly below the average are called mentally re- 
tarded (preferred in USA) or learning disabled (pre- 
ferred in UK). Cognitive functioning, or the general 
capacity for judgment, comprehension, and reason- 
ing, is referred to as intelligence. In general, intelli- 
gence is viewed as the capacity to lead one’s life, to 
cope with and to master the external environment. 
In practice, intelligence has been defined in rather 
different ways, with some definitions emphasizing 
more abstract cognitive abilities and others more 
practical »real world« capacities for solving prob- 
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lems. The current approach to the diagnosis of men- 
tal retardation is a compromise: an individual is 
considered to be mentally retarded if he or she ful- 
fills the following three criteria: (a) a significant 
subaverage general intellectual functioning, (b) def- 
icits or impairments in present adaptive function- 
ing, and (c) onset before age 18 months (American 
Psychiatric Association 1994). The intelligence quo- 
tient (IQ) is often used to express the level of cogni- 
tive disability. 

19.5.2 Relevance 

for Future Development 



The rate of mental retardation is somewhere be- 
tween 1% and 3%, depending on the criterion used. 
The use of IQ < 70 as the sole criterion for mental 
retardation results in a prevalence rate of between 
2% and 3%. The use of IQ < 70 in combination with 
significant adaptation impairment as criterion re- 
sults in a prevalence rate of about 1% (Volkmar 
and Dykens 2002). 

Given the heterogeneous nature of mental retar- 
dation, it is not surprising that its natural history 
and course vary considerably depending on the se- 
verity of mental retardation and on underlying bio- 
medical, psychological, and environmental factors. 
In general, mild mental retardation has the best out- 
come. But even when special services are not appar- 
ently required, the individual may still be vulner- 
able, and the presence of a supportive environment 
may be of particular importance. The prognosis for 
adult self-sufficiency and independence is more 
guarded for individuals with moderate mental retar- 
dation. However, many individuals can live semi-in- 
dependently with partial support. Individuals with 
severe or profound retardation require high levels 
of supervision and support throughout life (Volk- 
mar and Dykens 2002). 

19.5.3 Early Detection 



Genetic tests exist for some disorders associated 
with mental retardation, allowing prenatal or new- 
born screening. In general, women wish to be given 
the choice whether or not to participate in screening 
tests. However, in some countries and centers prena- 
tal screening may not be available or may not be 
voluntary and women may not be given sufficient 
information to make informed decisions (Al Jader 
et al. 2000). 



In many countries, monitoring of a child’s cog- 
nitive development is one of the key functions of 
well-baby clinics, pediatric nurses, or health visitors. 
Accurate identification of children at risk of devel- 
opmental delay requires knowledge of whether a 
child shows age-appropriate skills in various devel- 
opmental domains. At the in-depth clinical investi- 
gation, the level of functioning is assessed by means 
of standardized tests of intelligence. 

Galton was one of the first to attempt to measure 
intelligence with a series of tests. He considered in- 
telligence, like the physical variables of height and 
weight, to be distributed systematically in the gener- 
al population (Kelley and Surbeck 2000). In the de- 
cades that followed, a driving force for the develop- 
ment of intelligence tests was the need to evaluate 
school-aged children for appropriate school place- 
ment. The first intelligence test to be used widely 
was the Stanford-Binet Intelligence Scale (Binet 
and Simon 1905). The main objective of this test 
was to distinguish the retarded from the normal - 
to differentiate between those who were failing at 
school and those who were successful. Many revised 
versions followed. By 1910, testing of school-age 
children was well-established (Kelley and Surbeck 
2000). At that time, the general theoretical approach 
viewed intelligent activity as passive and stable. 

In the 1930s, factor analytic studies reported a 
number of recognizable group factors in terms of in- 
telligence. This led to the introduction of subtests to 
measure the various components of intelligence, 
such as verbal ability, numerical ability, mechanical 
ability, and attention. Tests such as the Wechsler In- 
telligence Scales for Children (WISC) have both ver- 
bal and performance scales. 

In the late 1940s and early 1950s, an alternative 
view of development altered the nature of tests. In- 
telligence was no longer considered a general uni- 
tary ability. Instead, a child’s personal variables 
and socio-cultural environment were viewed as im- 
portant components of an individual’s level of func- 
tioning in addition to primary mental abilities. Pia- 
get (Piaget 1952), among others, stressed the impor- 
tance of experience. To Piaget the quality of the en- 
vironment and the nature of the organism’s activity 
were of vital importance. Many research studies 
confirmed that the quality of the environment was 
an important factor in development. As a result, 
educators called for preschool intervention and 
early education for the economically disadvantaged 
and those »at risk of school failure« (Kelley and Sur- 
beck 2000). 
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19.5.4 Prevention 



19.5.4.1 Primary Prevention 

With respect to mental retardation, primary preven- 
tion often takes the form of preconceptional coun- 
seling, to minimize the risk factors associated with 
specific conditions. Examples are genetic counsel- 
ing, dietary advice, and the use of preconceptional 
folic acid to reduce the risk of neural tube defect, 
and immunization to prevent congenital rubella 
(Bernard 2002). 

A genetic cause has been identified in some dis- 
orders associated with mental retardation, for exam- 
ple, fragile X and Down syndrome. This makes pri- 
mary prevention possible. First, it enables precon- 
ception genetic counseling for couples at risk, to al- 
low couples to make informed reproductive deci- 
sions. Secondly, the option of preimplantation diag- 
nosis makes possible the selection of unaffected fe- 
tuses for implantation (Simonoff 2002). Thirdly, 
prenatal diagnosis offers parents the option of ter- 
minating pregnancies of affected fetuses. 



19.5.4.2 Secondary Prevention 

Lack of exposure to appropriate opportunities for 
learning is known to result in impaired intellectual 
performance, due to psychosocial or sensory depri- 
vation. The effect of psychosocial deprivation in 
lowering mean intellectual performance was dem- 
onstrated in the highly contentious issue of relative 
IQ levels among different ethnic groups in the same 
society. When adopted into more privileged fami- 
lies, children from a socially deprived group showed 
a 15 -point higher mean IQ than children from their 
original social milieu (Scarr and Weinburg 1976). 

In the years following the Second World War, 
most Western societies embraced the philosophy 
of »equality of opportunity« - all children should 
have an equal opportunity for acquiring intelligence 
and for developing their talents and abilities to the 
fullest (the Newsom report, Central Advisory Coun- 
cil for Education 1963). In many countries, the no- 
tion that some children are reared in a deprived 
or impoverished environment led to the implemen- 
tation of preschool programs for economically dis- 
advantaged children. The aims of such programs 
usually reflect one of three philosophies: an empha- 
sis on maturational principles that stress a nurtur- 
ant social-emotional environment; a behavioristic 
approach that emphasizes highly structured didactic 



methods; or a cognitive-interactionist approach that 
focuses on the child’s construction of knowledge. 

The general idea behind these programs is that 
»enrichment« or compensatory education« may 
compensate for the supposed deprivation. In certain 
circumstances, for example, in institutions such as 
children’s homes, enrichment programs can have 
very substantial effects. In general, however, the out- 
come of compensatory education programs has been 
modest at best. Early evaluation studies reported 
disappointing results (Oliver and Head 1990; Rich- 
mond 1990). These disappointing results have been 
explained in several ways. One explanation is that 
schools are essentially white, middle-class institu- 
tions in terms of their values, language used by 
teachers, and content of course. It can therefore be 
expected that children from different backgrounds 
do not fit in and therefore achieve less. Another ex- 
planation is that compensatory education programs 
do not deal with the underlying social and material 
inequalities, such as lower income, poor housing, 
and difficult family circumstances. As long as these 
underlying inequalities remain, interventions will 
not have a large effect. Finally, it has been argued 
that children from a lower social class background 
have, on average, a genetically lower potential for in- 
telligence (Smith and Cowie 1992). 

Later evaluation studies concluded that early 
compensatory education programs for economically 
disadvantaged children could have significant long- 
term effects. A meta-analysis of 167 interventions 
for children from 0 to 6 years showed that these pro- 
grams affected health and social outcomes, although 
their effects were variable (Brown et al. 2000). 



19.5.4.3 Tertiary Prevention 

Children with special needs are usually those who 
are failing within the normal educational system 
or who are, in some way, performing below the aver- 
age that can be expected of children of their age. 
How the educational needs of these children should 
be met is controversial. If children with special 
needs continue within the normal school system, 
they have the advantages of sports facilities, labora- 
tories, libraries, and other school resources, as well 
as the possibility of choosing from the full range of 
school subjects; there are also opportunities to mix 
with ordinary children and to learn the social skills 
they will need in adult life. There are also disadvan- 
tages: lessons may not always be designed to cater 
for these children’s needs; children may have a sense 
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of failure and inadequacy; and other children may 
not always be tolerant. Resentment may arise from 
the extra time and tuition that children with special 
needs require. 

The twentieth century has witnessed massive 
changes in the attitude toward people with mental 
retardation, and with these changes has come a shift 
from institutionalized and custodial care to individ- 
ualized and community-based care. Some educa- 
tionalists maintain that there are still strong argu- 
ments in favor of special schools staffed by people 
trained to meet the social emotional, physical, and 
educational needs of these children (Smith and 
Cowie 1992). 

19.6 Concluding Remarks 



Much progress has been made in the early detection 
and prevention of developmental disorders, with 
emphasis on the characteristics of the disorders in 
very young children and on the development of 
screening instruments and early intervention pro- 
grams. There seems to be consensus that the success 
of an intervention is determined by the age at which 
it is started. Developmental principles support the 
notion of »earlier is better«. One could argue that 
an earlier intervention means a smaller develop- 
mental gap that has to be closed. Another argument 
for early intervention is that neurological plasticity 
decreases with age. Moreover, age at the start of in- 
tervention has been shown to be correlated with 
treatment outcome: children who start behavioral 
intervention earlier achieve a better prognosis (Bib- 
by et al. 2001; Fenske et al. 1985; Harris and Handle- 
man 2000). However, the pursuit of very early iden- 
tification of a disability may lead to misdiagnosis 
and inappropriate use of services. Furthermore, an 
inherent danger of premature labeling is unneces- 
sary stigmatization of the infant. 

It is likely that in the next decades the focus will 
shift from behavior-based screening and interven- 
tion to genetics. It is likely that susceptibility genes 
for a number of developmental disorders will be 
identified. As a result, gene-based early identifica- 
tion of children at risk of developmental disorders 
will become more and more important for primary 
prevention. 

We would like to conclude with some recom- 
mendations. With respect to level 1 screening, pri- 
mary care providers must change their approach 
to well-child care and proactively screen for devel- 
opmental disorders (Filipek et al. 1999). The time 



allowed for well-child appointments should be in- 
creased, to make routine developmental surveillance 
and screening possible. As standard practice, par- 
ents should be encouraged to voice their concerns. 
In the next phase, in-depth investigations must in- 
clude appropriate standardized diagnostic instru- 
ments (Filipek et al. 1999). Screening and assess- 
ment instruments should be valid, reliable, stan- 
dardized, and easy to use. Equally important is 
the relevance of these instruments to planning, 
monitoring, and evaluating human services and 
educational programs for children and families. 

Often, it is not one specific risk factor but rather 
the accumulation and interplay of several risk fac- 
tors and the absence of sufficient protective factors 
that lead to a developmental disorder. The probabil- 
ity of a specific developmental disorder may in- 
crease as a function of the number, the duration, 
and the impact of risk factors as well as the number, 
the duration, and the impact of protective factors. To 
gain insight in this developmental process longitudi- 
nal studies of representative populations are needed 
that start early in life and follow up into adulthood. 
Effective prevention programs are likely to be those 
that address a combination of malleable risk and 
protective factors (Jane-Llopis 2002). 

Finally, our own studies have shown that compli- 
ance can be a troublesome issue. Many children at 
high risk are not enrolled in screening or interven- 
tion programs by their parents, even if these pro- 
grams are widely available (Cunningham et al. 
1995, 2000; O’Donnell et al. 1995; Offord and Ben- 
nett 2002). Families who begin the process some- 
times withdraw prematurely (Kazdin and Alan 
1996). More research is needed to determine the fac- 
tors that influence parental compliance. 
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20.1 Introduction 



The terms »emotional disorders« and internalizing 
disorders« are traditionally used interchangeably for 
a group of mental disorders in childhood and ado- 
lescence that are primarily experienced in the form 
of internal distress. Although they might often affect 
a young person’s functioning in important life areas 
such as family, friends, and school, they are usually 
less recognized by and less visible to parents and 
teachers than »conduct disorders« or »externalizing 
disorders« (see Chap. 21). 

In terms of psychiatric diagnoses, according to 
the Diagnostic and Statistical Manual of Mental Dis- 
orders, 4th revision (DSM-IV; American Psychiatric 
Association 1994), emotional (or internalizing) dis- 
orders in childhood and adolescence comprise two 
major categories of disorders: mood disorders (with 
the diagnoses of major depressive disorder, dys- 
thymic disorder, bipolar disorder, and cyclothymic 
disorder as the major subcategories) and anxiety 
disorders (with the diagnoses of panic disorder, 
agoraphobia, specific phobia, social phobia, obses- 



sive-compulsive disorder, generalized anxiety disor- 
der, and posttraumatic stress disorder as the major 
subcategories) plus separation anxiety disorder, an 
anxiety disorder that is grouped under »Disorders 
Usually First Diagnosed In Infancy, Childhood, Or 
Adolescences 

This chapter focuses on the prevention and early 
detection of these mood and anxiety disorders. Sui- 
cide and suicidal behavior or ideation are not con- 
sidered in this chapter, since suicide prevention in 
childhood and adolescence reaches beyond the 
scope of preventing emotional disorders (for review, 
cf. Gould and Kramer 2001). Moreover, this chapter 
focuses on prevention of emotional disorders in 
childhood and adolescence as a means to reduce 
the incidence of new cases through intervention be- 
fore the onset of the initial episode of the disease as 
well as on early detection of problems or mild dis- 
orders and early intervention before the disorder 
becomes severe. This chapter does not include, how- 
ever, prevention as a means of reducing the preva- 
lence of emotional disorders that have already be- 
come manifest by reducing their duration, which in- 
volves treatment and relapse prevention. 

20.2 Why Prevention 
Is Necessary 



Taken together, mood and anxiety disorders repre- 
sent the most common forms of psychopathology 
among children and adolescents. For mood disor- 
ders, community studies show that approximately 
0.4%-2.5% of children and 0.4%-8.3% of adoles- 
cents experience clinically significant episodes of 
major depression, and approximately 0.6%-1.7% 
of children and 1.6%-8.0% of adolescents meet cri- 
teria for dysthymic disorder (Fristad et al. 2002). 
The prevalence of any anxiety disorder has been 
found to be approximately 10% in the general pop- 
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ulation among children and adolescents. In clinic- 
referred samples, prevalence rates of emotional dis- 
orders are considerably higher. Comorbidity among 
mood and anxiety disorders in children and adoles- 
cents is common (Verhulst 2001). 

Significant progress has been made in develop- 
ing efficacious treatment approaches for child and 
adolescent anxiety (cf. Silverman and Berman 
2001) and depression (cf. Kazdin and Marciano 
1998). Although efficacious for the majority of 
youths, there are several reasons why it would be 
preferable to prevent the development of child anxi- 
ety disorders before they become well established. 

First, many adult anxiety disorders have their 
origins in childhood and adolescence (Keller et al. 
1992). Unless successfully treated, anxiety disorders 
in childhood frequently persist or develop into some 
other form of anxiety disorder (Dadds et al. 1999). 
Recent evidence suggests child anxiety may play a 
causal role in the development of depression among 
young people (Cole et al. 1998). Childhood depres- 
sion is a significant risk factor for depression and 
other disorders during adulthood, and earlier age 
of onset has been found to be associated with more 
frequent recurrence of depressive episodes and 
greater likelihood of conversion to bipolar disorder 
(Kovacs 1996; Rao et al. 1995). In a number of inves- 
tigations, up to 40% of children originally identified 
with depressive symptoms remained symptomatic 
years later (e.g., DuBois et al. 1995; Lewinsohn et 
al. 1994). 

Second, in addition to the personal suffering of 
children and their families, the costs of treatment 
for anxiety and mood disorders by mental health 
professionals are high. If emotional disorders persist 
to adulthood, additional expenses are incurred (e.g., 
cost of unemployment, days lost from work, lost 
productive work time, hospitalization, medication, 
and pension payments). Estimates from the recent 
Burden of Disease Project (Murray and Lopez 
1996) suggest that mood and anxiety disorders re- 
present one of the most significant health problems 
in terms of global burden of disease, exceeding the 
vast majority of physical health problems. Globally, 
the ten leading causes of disability account for 40% 
of all years lived with a disability (YLD) and include 
five psychiatric conditions: unipolar major depres- 
sion, alcohol use, bipolar disorder, schizophrenia, 
and obsessive-compulsive disorder. Major depres- 
sion alone accounts for 11% of global YLD. 

Third, by the time children are referred for 
treatment, the disorder is often well established 
and many of the adverse effects on school perfor- 



mance and peer relationships have occurred and 
are difficult to reverse. Finally, current treatments 
have been found to be ineffective for a significant 
proportion of anxious and depressive children, with 
approximately 30%-40% still meeting diagnostic 
criteria for a clinically significant anxiety disorder 
or mood disorder at posttreatment (Kendall 1994; 
Michael and Crowley 2002; Silverman et al. 1999). 

There is thus a strong case for the development of 
programs that aim to reduce the prevalence of chil- 
dren’s emotional problems. If we could prevent the 
onset of childhood depression and anxiety, the ben- 
efits in terms of costs savings and reductions in per- 
sonal suffering by children and their families would 
be enormous. Not surprisingly, government and 
mental health agencies have started to emphasize 
the prevention of mental health problems (cf. Barrett 
and Turner 2004). This interest is reflected as well by 
the growing number of papers in academic journals 
on the topic (e.g., Albee 1996; Coie et al. 1993). 

20.3 Identification 

of Preventive Factors 



Programs that aim to prevent the development of 
emotional disorders typically make use of ap- 
proaches that manipulate the risk factors involved 
in the development and/or maintenance of anxiety 
and mood disorders. Risk factors refer to variables 
predicting the onset, severity, and duration of psy- 
chopathology (Coie et al. 1993). Risk factors for 
mood and anxiety disorders may be related to (a) 
general features of the environment (e.g., parents’ 
socioeconomic status), (b) specific environmental 
influences and learning experiences (e.g., home 
and school violence, parental attitudes and care-giv- 
ing, parental psychopathology), and (c) individuals’ 
characteristics (e.g., temperamental factors, coping 
skills). 

Risk factors may be nonspecific and applicable 
to several mental health problems; others may spe- 
cifically impact on internalizing disorders only. Of 
those risk factors that only relate to internalizing 
disorders, some may be specific to anxiety and de- 
pression, others to either anxiety or depression, 
others only to a specific anxiety or mood disorder. 
O Table 20.1 summarizes the risk factors that have 
been found to be associated with mood and anxiety 
disorders in previous research (for reviews see 
Beardslee and Gladstone 2001; McWhirter et al. 
2000; Silverman and Treffers 2001; Vasey and Dadds 
2001 ). 
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O Table 20.1 . Risk factors increasing the probability of developing an anxiety disorder or a mood disorder in childhood 
and adolescence 



Type of risk factor 

Living conditions and social 

support 


Anxiety disorders 
Low socioeconomic status, poor 
housing; large family size; family 
stress and high daily hassles 


Mood disorders 
Living in poverty, poor housing, 
poor educational resources; poor 
social support; lack of care after 
early loss of parent; family stress 
and high daily hassles 


Parenting, parent-child 
relationship, attachment 


Parental anxiety and overprotec- 
tion; over-controlling and critical 
parenting style; parental support 
of avoidant coping; parental 
cueing to threat; insecure-disor- 
ganized attachment associated 
with unresolved trauma or loss 


Conflict with parents; low family 

cohesion 


Parental psychopathology 


Parental anxiety disorder; general 
parental psychopathology 


Parental depression; general par- 
ental psychopathology 


Peer relationships 


Avoidance of peer interactions 


Hostility to peers at early age; 
feeling of lack of peer acceptance 


Exposure to traumatic 
and stressful life-events 


Natural disasters; physical and 
sexual abuse; life transitions (e.g., 
entering and changing school) 


Early loss of a loved one; conflict 
with parents; poor academic per- 
formance; presence of a learning 
disorder; neonatal health prob- 
lems, poor health development 


Learning processes 


Aversive experiences with feared 
stimulus (classical conditioning); 
reinforcement of avoidance (oper- 
ant conditioning); vicarious learn- 
ing through parent's reactions to 
feared stimulus (modeling) 


Inadequate or insufficient positive 
reinforcement; avoidance of the 
depressed person by others; excess 
in punishment; further reinforce- 
ment of depressive symptoms by 
others' concern or sympathy 


Biological and temperamental 

factors 


Heritability approximately 40-50% 
for anxiety symptoms in children; 
behavioral inhibition; anxiety sen- 
sitivity; abnormalities in neuro- 
transmitter metabolism 


Heritability approximately 50% for 
mood disorders (based on adult 
twin and adoption research); ab- 
normalities in neurotransmitter 
metabolism 


Coping skills, cognitive style, 
and emotional processing 


Avoidant/emotion-focused coping 
style; pessimistic/threat-bias 
thinking and information process- 
ing; feeling of lack of control 


Negative, self-devaluative appraisal 
of events; negative view of self, 
world, and future; automatic cog- 
nitive errors (negativistic, categori- 
cal, absolute, judgmental thinking); 
self-defeating attributions (inter- 
nal, stable, global attributions for 
failure); negative body image; low 
self-esteem, emotional depen- 
dence, low self-efficacy, sense of 



helplessness and hopelessness; 
loss of meaning, feelings of emp- 
tiness and loss 
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In addition to identifying and reducing risk fac- 
tors, emotional disorders may be prevented by iden- 
tifying and promoting factors that have been found 
to protect individuals from developing an anxiety or 
mood disorder and improve individuals’ resilience 
to both risk factors and psychopathology (Coie et 
al. 1993). Similar to risk factors, protective factors 
may be general features of an individual’s environ- 
ment, specific to his or her environment and learn- 
ing experiences, or internal characteristics of a per- 
son. The search for protective factors in the develop- 
ment of emotional disorders has not been as inten- 
sive as the search for risk factors and is mainly lim- 
ited to the areas of social support and coping skills. 

With respect to social support, the risk of devel- 
oping an emotional disorder is reduced when stress- 
ful or traumatic life events occur in the presence of 
positive social support (Murray 1992). White et al. 
(1998), for example, found a strong negative relation 
between anxiety level and family social support in a 
longitudinal study investigating the effects of family 
social support on anxiety in 11-14-year-olds ex- 
posed to community violence. 

Coping skills refer to a variety of methods indi- 
viduals employ in an attempt to cope with negative 
or aversive situations and may be categorized as (a) 
problem-focused, (b) emotion-focused, or (c) avoi- 
dant. Problem-focused coping refers to strategies 
that directly address or minimize the effect of the 
problem. Emotion-focused coping is directed to- 
wards the subjective level of distress associated with 
the problem; avoidant coping strategies focus on 
avoiding or escaping the problem. 

Problem-focused methods such as actively seek- 
ing out information, positive self-talk, diversion of 
attention, relaxation, and thought- stopping have 
been found to be associated with lower levels of an- 
xiety and distress in 8-18 year-old youths (Brown et 
al. 1986). Generally, adolescents’ use of problem- 
focused coping strategies is associated with more 
positive psychological adjustment than their use of 
emotion-focused coping strategies (Compas et al. 
2001), and specifically, avoidant coping has been 
found to be associated with higher levels of depres- 
sion in adolescence (Ebata and Moos 1991). 

As noted, the identification and investigation of 
protective factors in youths’ lives is a new and devel- 
oping research approach. Much is to be expected 
from the area of »positive psychology« and »positive 
prevention« devoted to creating a science of human 
strengths that act as buffers against mental illness 
(Seligman 2002; Snyder and Lopez 2002). This 
approach assumes that individuals are capable of 



developing positive human traits such as courage, 
optimism, interpersonal skill, hope, and honesty, 
which will make them more resilient against devel- 
oping emotional and other disorders. 

Dick-Niederhauser and Silverman (2004) have 
explored the usefulness of this approach in under- 
standing the development of anxiety resilience. Spe- 
cifically, hope and the active pursuit of goals seem to 
facilitate the manifestation of courage, which in turn 
increases optimistic cognitive processing, a sense of 
self-efficacy, and skillful coping. Optimism and self- 
efficacy reduce the likelihood of threat-biased in- 
formation processing and avoidant coping asso- 
ciated with anxiety disorders. Based on current 
knowledge about the risk factors of emotional disor- 
ders (see O Table 20.1 ), other positive psychological 
concepts that may be important in preventing anxi- 
ety and mood disorders include self-esteem, positive 
affectivity, emotional approach, personal control, 
problem-solving appraisal, mindfulness, toughness, 
and social support (cf. Snyder and Lopez 2002). 

20.4 Principles, Strategies, and 
Methods of Intervention 



Before preventive measures can be applied to reduce 
either the incidence of an emotional disorder or the 
severity of internalizing symptoms in children and 
adolescents, decisions need to be made regarding 
general principles and strategies of prevention and 
early intervention. These concern the timing of 
the interventions, the systemic level of where the 
preventive efforts are to be applied (individual child; 
family; organizations and institutions), and the tar- 
gets of prevention (e.g., all individuals within a com- 
munity or only certain selected ones considered to 
be »at risk«). 

The timing of preventive strategies is an impor- 
tant consideration in the implementation of preven- 
tion programs for youths with anxiety and mood 
disorders. Some risk and protective factors such as 
the parent- child relationship influence a child over 
an extended period of his or her life; others may oc- 
cur only at one specific time such as exposure to 
traumatic or negative life events. Certain risk factors 
are more likely to occur in certain developmental 
stages than in others. For example, a behaviorally 
inhibited child might be at heightened risk of devel- 
oping an anxiety disorder when confronted with en- 
tering school in middle childhood and with having 
to make the transition to high school in adolescence. 
For both continual and time-specific risk factors, it 
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□ Table 20.2. Prevention and early intervention methods for emotional disorders in children and adolescents 


Child focused methods 




Targeting learning processes 


Positive reinforcement of approach behavior; imaginal and in-vivo exposure to 
potentially stressful situations; nontraumatic pre-exposure; scheduling plea- 
sant activities 


Targeting inadequate coping 
skills and information processing 


Modeling of non-avoidant coping skills (live or videotaped); teaching coping 
strategies such as relaxation, positive self statements, problem-solving, and 
attention distraction; behavioral rehearsal, role-play and practice of coping 
skills for dealing with the stressful situation; providing information about 
feared situations (verbally or filmed); identifying automatic negative cogni- 
tions, examining evidence related to distorted automatic cognition, substi- 
tuting more realistic interpretations for distorted cognitions 


Targeting peer relationships 


Social skills training; self-assertiveness training; anger management training 


Targeting trauma exposure 


Education about danger; anticipation and prevention of trauma exposure; 
enhancement of peer and self-protective behaviors; stress inoculation training 


Targeting social support 


Teaching children how to gain access to social Support 


Parent focused methods 




Targeting parenting, parent-child 
relationship, and attachment 


Reduction of over-protective and critical child-rearing responses; avoiding 
focusing on, and communicating, the potentially threatening aspects of the 
child's environment; parent effectiveness training (training parents in healthy 
confrontations, conflict resolution, active listening skills) 


Targeting vicarious learning 
through parent 


Encouraging and reinforcing their child's use of coping skills; encouraging 
their child to expose himself/herself to appropriate situations; ignoring and 
preventing avoidance of situations by their child, where avoidance is not 
appropriate 


Targeting parental 
psychopathology 


Reduction of parent's own anxious behavior; modeling of appropriate coping 
behavior 


Targeting temperamental factors 


Education about nature of withdrawal and anxiety; anxiety management 
strategies for parent; information about importance of promoting child's 
independence; instructing parents in helping children expose themselves to 
avoided situations 


Environmental restructuring methods 




Targeting traumatic and stressful 
life-events 


Reducing the risk involved in high risk situations (e.g., reducing the inherent 
stressfulness of high school transition by reorganizing the school structure); 
attempting to reduce the risk factor (e.g., prevention of divorce, car accidents, 
etc.) 


Targeting living conditions 
and social support 


Providing children with school- and community-based support and activities, 
e.g. classroom enrichment, homework help, summer tutoring, holiday activ- 
ities, play groups, cultural programs 
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is necessary to tailor the presentation of the preven- 
tion strategy to the developmental level of the child 
for the strategy to be effective (cf. Spence 2001). 

Most prevention studies on youths’ internalizing 
problems have focused primarily on factors relating 
to the individual, such as cognitions and behaviors. 
Winnett (1998) argued that multilevel prevention 
strategies are necessary to encourage lasting change. 
He suggested that adequate prevention requires 
strategies aimed at four levels: (1) personal, (2) in- 
terpersonal, (3) organizational and environmental, 
and (4) institutional. Within each of these four lev- 
els, prevention strategies require the appropriation 
of (a) adequate competencies (knowledge and 
skills), (b) tangible and intangible resources, and 
(c) settings in which prevention strategies may be 
implemented. 

Much of the recent literature regarding preven- 
tion distinguishes among universal, selected, and 
indicated prevention (Mrazek and Haggerty 1994), 
which differ in terms of their target populations. 
Universal prevention strategies apply to all individ- 
uals within a community with the aim of reducing 
the probability that a disorder will develop. Whole 
classes or schools may be involved in a prevention 
program, or whole communities may be targeted 
through media communications or community pro- 
grams. Selective prevention strategies are targeted at 
specific groups or individuals who are considered to 
be at risk for the development of particular prob- 
lems as the result of exposure to some risk factor(s) 
in the past or in the imminent future. For example, 
children who have experienced a traumatic event, or 
whose parents experience a mental disorder, may be 
viewed as more likely to develop certain psycholog- 
ical problems in comparison to the general popula- 
tion. The same is true for children who will undergo 
medical or dental procedures. The aim is to reduce 
the negative psychological reactions during the pro- 
cedure as well as future occurrences of the proce- 
dures. Finally, indicated prevention strategies target 
high-risk individuals who demonstrate minimal but 
detectable symptoms of a mental disorder. 

After making decisions about the timing, level, 
and target population of prevention and early inter- 
vention, experts interested in reducing the occur- 
rence of emotional disorders in youths need to 
choose an early detection strategy (screen) that reli- 
ably identifies at risk youth. In addition, an access 
point where children can be identified needs to be 
available such as a school, health-care institution, 
or the internet using web-based surveys. The types 
of early detection and screening strategies are likely 



to vary with the type of preventive intervention pro- 
gram being implemented. In the case of an indicated 
prevention strategy targeting individuals already 
demonstrating minimal symptoms, youth, parent, 
and teacher rating scales are available that offer 
moderate accuracy in identifying children with, or 
at risk for anxiety and mood problems (for review 
see Silverman and Rabian 1999). 

Once the target population has been selected, an 
intervention procedure needs to be implemented 
without major cost to the clientele or the mental 
health system. Experts can choose from a variety 
of preventive methods. Donovan and Spence 
(2000) distinguish three general types of prevention 
methods: (1) child focused methods, (2) parent fo- 
cused methods, and (3) environmental restructur- 
ing methods. Q Table 20.2 provides a summary of 
these preventive methods for childhood emotional 
disorders as found in the literature (Beardslee and 
Gladstone 2001; Donovan and Spence 2000; Dusen- 
bury and Albee 1988; Rapee 2002; Spence 1994, 
2001; McWhirter et al. 2000), grouped according 
to the risk factors described in O Table 20.1. 

20.5 Implementation 
and Outcome 



Prevention research with emotionally disturbed 
children and adolescents is in its »infancy«. There 
is a marked absence of empirical data to permit eval- 
uation of the effectiveness of prevention programs 
for emotional problems in youths. As Spence 
(1994) pointed out, large-scale studies are needed 
that assess the long-term impact of preventive inter- 
ventions, in comparison to no intervention and pla- 
cebo approaches. These studies should use reliable 
and valid outcome measures that provide informa- 
tion from a variety of sources (e.g., parent, child, 
teacher) and across a range of settings (e.g., home, 
school). Moreover, to permit evaluation of the 
long-term impact of any preventive effort, follow- 
ups should be of adequate duration (e.g., 5- 
10 years). 

Well-controlled experimental studies of this 
type have yet to be designed and evaluated. Most re- 
views of childhood prevention programs report that 
few prevention studies have been adequately de- 
signed, particularly for children younger than 7 or 
8 years old (Durlak and Wells 1997; Mrazek and 
Brown 2002). However, some insights into the im- 
plementation and the effectiveness of prevention 
and early intervention of emotional disorders in 
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children can be gained by reviewing existing find- 
ings from universal, selective, and indicated preven- 
tive approaches aiming to reduce the incidence and 
severity of children’s anxious and depressive symp- 
toms. 

20.5.1 Universal Prevention 



Only a small number of studies have attempted to 
prevent the incidence of childhood internalizing dis- 
orders by targeting an entire population that has not 
been identified on the basis of any risk factor. One of 
them is the »I CAN DO« program by Dubow et al. 
(1993). This study aimed to provide fourth-grade 
children with protective factors for dealing with 
stressful situations and consisted of thirteen 45- 
min sessions, presented by researchers within a 
classroom setting. The first three sessions focused 
on teaching children general coping skills, such as 
problem-solving, social-support seeking, and strate- 
gies to increase positive affect in uncontrollable sit- 
uations. The remaining sessions were devoted to the 
practice of these coping skills within each of five 
stressful experiences that are likely to occur to a sig- 
nificant number of children: parental separation/di- 
vorce, loss of a loved one, move to a new home/ 
school, spending time in self-care, and being differ- 
ent (e.g., ethnically, physically). Students also were 
instructed in ways to assist peers experiencing these 
negative life events and problematic feelings. 

Children participating in the »I CAN DO« pro- 
gram demonstrated significantly greater abilities 
to generate a repertoire of effective solutions to 
the stressful situations, as well as significantly high- 
er levels of self-efficacy to implement effective solu- 
tions than children not receiving the program. Most 
of these effects were either maintained or strength- 
ened at 5 -month follow-up. The study did not in- 
clude measures of stress, anxiety, or depression, 
and it does not allow any conclusions on how chil- 
dren would react when faced with real-life events. 

Lowry- Webster, Barrett, and Dadds (2001; see 
also Barrett and Turner 2001) developed and evalu- 
ated a program designed to prevent the development 
of anxiety and depressive symptoms in children 
aged 10-13 years using a universal prevention 
approach. Five hundred ninety-four children were 
randomly assigned on a class-by-class basis to either 
a 10-session family group cognitive-behavioral pro- 
gram called »FRIENDS« routinely implemented as 
part of the school curriculum, or to a comparison 
group. Pre-post intervention changes were exam- 



ined universally, and for children who scored above 
the clinical cut-off for anxiety at pretest. Results re- 
vealed that children in the FRIENDS intervention 
group reported significantly fewer anxiety symp- 
toms, regardless of their risk status, than the com- 
parison group at posttest. The high anxiety group 
who completed FRIENDS also showed significant 
reductions in self-ratings of depression at posttreat- 
ment. 

In addition, the FRIENDS program was con- 
ducted and evaluated with culturally diverse migrant 
high school students of non-English-speaking back- 
ground in Australia (Barrett, Sonderegger, and Son- 
deregger 2001) and with children aged 8-18 in Ger- 
many (Essau et al. 2001). Both studies found signif- 
icant reductions in anxiety scores for the interven- 
tion group at posttest. The long-term effectiveness 
of FRIENDS in reducing anxious and depressed 
symptoms, however, is yet to be determined. 

Australian researchers have dominated the field 
of universal depression prevention, some of them 
using the Penn Prevention Project (see Sect. 
20.5.3) by Jaycox et al. (1994) as a universal inter- 
vention with differing levels of success (e.g., Cun- 
ningham, Brandon, and Frydenberg 1999; Pattison 
and Lynd-Stevenson 2001; Quayle et al. 2001; Sho- 
chet et al. 2001). About half of these studies found 
significant improvements in coping skills, attribu- 
tional style, and perceived control at posttest. Signif- 
icant reductions in depressive symptoms were only 
found by Shochet et al. (2001) at posttest and by 
Quayle et al. (2001) at 6-months follow-up. 

One of the most comprehensive and most 
thoughtfully designed large-scale universal preven- 
tion studies is currently being conducted in Ontario, 
Canada. Peters, Petrunka, and Arnold (2003) pub- 
lished preliminary findings from this government- 
funded »Better Beginnings, Better Futures Project« 
based on 554 children (aged 4 years at baseline) 
and their families living in three disadvantaged 
neighborhoods in Ontario. The program aims at 
preventing emotional and behavioral problems 
and promoting general development in young chil- 
dren, while also attempting to improve family and 
neighborhood characteristics. The project is in- 
tended to run for 25 years and mainly consists of 
school- and community-based support and activ- 
ities such as classroom enrichment, homework help, 
summer tutoring, play groups, social skills training 
for children, parent- child drop-in, craft activities, 
and cultural programs. Longitudinal analyses of 
changes over the first 5 years of project operation 
indicated significantly larger and more widespread 
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improvements in children’s emotional problems, be- 
havioral problems, and social skills in the two sites 
that provided in-classroom support to all children 
continuously from pre-kindergarten to 2nd grade 
than in the one site that mainly based its interven- 
tion programs on community activities. 

20.5.2 Selective Prevention 



Selective prevention targeting specific groups or in- 
dividuals considered to be at risk for the develop- 
ment of particular problems due to exposure to 
some risk factor is the most common type of strat- 
egy employed in prevention research. With regard to 
the prevention of emotional disorders, the most 
common risk factors upon which populations at risk 
are being selected for intervention are the occur- 
rence of traumatic or stressful life-events such as 
parental divorce, transition to a new school, and 
medical and dental procedures. 

Several programs have been designed to teach 
children coping skills for effectively dealing with 
parental divorce (e.g., Hightower and Braden 1991; 
Zubernis et al. 1999). These programs are typically 
conducted in school settings and, in addition to 
teaching coping skills, attempt to facilitate the iden- 
tification and expression of divorce -related feelings, 
to promote understanding of parental divorce and 
common misconceptions, and to enhance positive 
self and family perceptions. Prevention programs 
for children dealing with parental divorce have been 
found to be effective in enhancing problem-focused 
coping and self-esteem and in reducing anxiety, de- 
pressive symptoms, and behavioral problems at 
posttreatment. However, Hightower and Braden 
(1991) found that at 3-year follow-up only one-half 
of the children continued to demonstrate the gains 
evident at posttreatment and 2-year follow-up, and 
in Zubernis et al. (1999) a significant group X time 
interaction was found, indicating that for children of 
divorce, the effectiveness of the prevention program 
may diminish over time. 

An example of a program that has been devel- 
oped to facilitate the transition between primary 
and secondary school, which can be associated with 
emotional and behavioral difficulties (e.g., peer rela- 
tionship problems, school refusal) is the School 
Transition Environment Project (STEP; Felner and 
Adan 1988). The STEP program directed its preven- 
tive strategy toward an environmental setting by re- 
ducing the large school environment into smaller 
units by creating »home-rooms«, in which students 



are instructed in their core academic subject. Stu- 
dents involved in the program demonstrated signif- 
icantly higher levels of academic performance and 
self-esteem, better school attendance and lower 
school dropout rates than student nonparticipants. 

The prevention of anxiety and emotional dis- 
tress induced through medical procedures repre- 
sents another example of selective prevention using 
a stressful life event as a selection factor. Not only 
the medical procedure itself may induce fear or pain 
in children, but also the related circumstances such 
as separation from parents and the unfamiliar sur- 
roundings. Strategies for helping children cope with 
injections, bone marrow aspirations, and changing 
of burn dressings are now widely used (Melamed 
1998). A related area is the prevention of excessive 
dental fears, which has been estimated to affect 
10%-20% of children and adolescents (Milgrom et 
al. 1992). Providing youths with as much control 
over the procedure as possible, providing youths 
with nontraumatic pre-exposure prior to invasive 
treatment, and allowing youths to view a videotaped 
coping model all have been found helpful (Wein- 
stein 1990). 

Although exposure to parental divorce, school 
transition, and medical and dental procedures con- 
stitute stressful life-events, some events in youths’ 
lives can be so traumatic that these events usually 
directly result in some form of stress reaction in 
otherwise healthy youths. Such traumatic experi- 
ences include interfamilial violence, sexual abuse, 
community violence, war-related uprooting, terror- 
ism, natural disasters, fatal road accidents, terminal 
illness, and death of a loved one. Many children and 
adolescents recover from these traumatic life-events 
under favorable conditions. However, in some in- 
stances, children show persistent emotional reac- 
tions for many months after the trauma (Terr 
1981). There is thus a strong case for rapid interven- 
tion following exposure to trauma to prevent the de- 
velopment of persistent emotional problems. 

Children who have difficulties integrating the 
traumatic experience are viewed to be unable to 
cope effectively with the trauma due to its over- 
whelming effect (Van der Kolk et al. 1996). From a 
preventive perspective, these children are required 
to work through the issues of regaining a sense of 
safety in their life, and of completing the unfinished 
past event (e.g., by giving it meaning, reframing it, 
and dealing with avoidance of specific triggers of 
trauma-related emotions; Klingman 2001). Two 
types of traumatic events have been distinguished 
(Terr 1991): (1) a short-term event, which is usually 
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unexpected and more amenable to quick recovery 
(e.g., a natural disaster); and (2) a series of expo- 
sures to prolonged traumatic events that are likely 
to lead to complex reactions and poor recovery 
(e.g., sexual abuse). Preventive interventions can 
be applied to both types, either using one-to-one 
or group approaches, in home or community set- 
tings. 

Given that children rely on adults’ appraisals of 
the traumatic situation (McFarlane 1987), parents 
and significant others should be included in preven- 
tive efforts aimed at reducing posttraumatic stress 
reaction in children. It is important that parents 
and other significant adults communicate to the 
children that the situation, or part of it, is (at least 
partially) under control; that the child’s response 
is proper under such circumstances; that the child 
is not alone in the world; that the parents/significant 
others are available and empathic companions; and, 
that the adult is coping. In particular, the adults are 
expected to show confidence that things will im- 
prove, and precrisis roles should be gradually re- 
sumed. In large-scale disasters that affect whole 
communities, preventive efforts also should include 
community counseling and crisis-oriented group 
approaches in order to provide mutual support, de- 
crease isolation, and provide a larger perspective for 
the individual (Klingman 2001). 

Approximately 4% of children younger than 
18 years of age in the USA have experienced the 
death of one of their parents (Social Security Ad- 
ministration 2000). Sandler et al. (2003) conducted 
and evaluated their Family Bereavement Program 
(FBP), a group intervention for parentally bereaved 
children and their caregiver aiming at improving 
children’s self-esteem and coping skills and at de- 
creasing relationship problems between children 
and their caregivers as well as possible health prob- 
lems of the caregiver. Results with 244 children and 
adolescents (aged 8-16 years) from 156 families in- 
dicated that the FBP led to significantly improved 
parenting, coping, and caregiver mental health 
and to reductions in the number of stressful events 
experienced at posttest. At 11 -months follow-up, the 
FBP led to significantly reduced internalizing and 
externalizing problems, but only for girls who had 
higher problem scores at baseline. 

Stressful and traumatic life-events are not the 
only risk factors of emotional disorders that can 
be used as criteria for selective prevention. Rapee 
(2002) developed a selective prevention program 
for anxiety disorders based on early behavioral inhi- 
bition. In the Macquarie University Preschool Inter- 



vention Program, children with an inhibited tem- 
perament, aged 3. 5-4.5 years, were recruited mainly 
via questionnaires distributed to preschools. The 
screening procedure was based on mothers’ rating 
of their child’s temperament and on laboratory ob- 
servation of behavioral inhibition. Intervention 
was conducted with parents only, with the main 
aim of educating them in techniques to help their 
child to become more confident and outgoing. Data 
at 12-month follow-up with 78 children showed that 
the program was effective in preventing new cases of 
anxiety disorders from developing. (No posttreat- 
ment data was reported for this study.) 

Another risk factor in the development of anxi- 
ety and mood disorders is the presence of parental 
psychopathology. Beardslee et al. (1997) developed 
and evaluated a family-based selective prevention 
program targeting nonsymptomatic early adoles- 
cents at risk for future depression due to the pres- 
ence of an affective disorder in one or both parents. 
The study’s findings indicated that providing par- 
ents with factual information regarding risk and re- 
silience in adolescents, and linking this information 
to family members’ illness experiences, can result in 
behavioral and attitudinal changes among parents 
that ultimately translate into improved functioning 
among adolescents. 

In considering the findings presented in □ Ta- 
ble 20.1 (see above), it is clear that other risk factors, 
in addition to those used in the above studies, could 
potentially serve as criteria in selecting at risk chil- 
dren for preventive interventions. For example, in- 
terventions in early childhood have been found to 
be successful in enhancing parental sensitivity and 
infant attachment security (Bakermans-Kranenburg 
et al. 2003). Effective prevention programs have 
been developed for reducing child maltreatment 
and improving parenting skills (e.g., Peterson et 
al. 2003). Even though it has yet to be empirically 
demonstrated that these kinds of interventions actu- 
ally reduce the risk of developing an emotional dis- 
order in childhood, trying to reduce risk factors and 
to enhance protective factors in the area of parent- 
child relationships seems a promising approach to 
the prevention of mood and anxiety disorders. 

20.5.3 Indicated Prevention 



Indicated prevention involves targeting those in- 
dividuals who exhibit sub clinical symptoms of a dis- 
order. Drawing on data from the Great Smoky 
Mountains Study (Costello et al. 2003) in which 
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1,420 youths (ages 9-16) and their parents were in- 
terviewed annually, children and adolescents with 
an anxiety disorder but no other psychiatric diag- 
noses were twice as likely to show functional im- 
pairment as those with no disorder. Further, chil- 
dren and adolescents who were going to develop 
an anxiety disorder in the following year, these 
youths reported at least two clinically significant 
symptoms of anxiety in the previous year. Subclini- 
cal levels of anxiety can thus be an indicator of the 
subsequent development of a full-blown anxiety or 
mood disorder. 

An example of an indicated prevention study re- 
lating to childhood anxiety is the Queensland Early 
Intervention and Prevention of Anxiety Project by 
Dadds et al. (1997, 1999). A total of 1,786 children 
(aged 7-14 years) were screened for anxiety problems 
using teacher nominations and children’s self-report. 
After initial diagnostic interviews, 128 children were 
selected and assigned either to a 10-week school- 
based child- and parent-focused psychosocial inter- 
vention or to a monitoring group. Given that 55% of 
the selected children met diagnostic criteria for at 
least one anxiety disorder at baseline while the re- 
maining children demonstrated subclinical sympto- 
matology, the study represents a combination of ear- 
ly intervention and indicated prevention. 

The intervention was based on a cognitive-be- 
havioral approach teaching children strategies for 
coping with anxiety within a group format and 
was conducted over 10 weekly, 1- to 2-h sessions 
at each intervention school. Children who initially 
had a moderate to severe severity rating by the clin- 
ician benefited most from the intervention with ap- 
proximately 50% of these children retaining a clini- 
cal diagnosis at the 2-year follow-up if they did not 
receive the intervention. For those children who ini- 
tially showed symptoms of anxiety, but did not actu- 
ally have a clinically significant anxiety disorder, 
there was no significant difference between the pre- 
ventive intervention and the monitoring-only condi- 
tions at 2-year follow-up, with 11% showing an an- 
xiety disorder in the intervention group and 16% in 
the monitoring group. Thus, children with subclini- 
cal anxiety problems did not appear to be at a high 
risk of developing a more severe anxiety disorder if 
left untreated and benefited only minimally from 
the intervention. 

In the area of childhood mood disorders, several 
controlled indicated prevention studies have been 
conducted, most of them finding significantly fewer 
depressive symptoms in the intervention children 
than in controls at posttest, at follow-up, or at both 



(cf. Barrett and Turner 2004). For example, Clarke et 
al. (1995) adapted their successful depression treat- 
ment program for use as an indicated preventive in- 
tervention program targeting adolescents at risk for 
future depressive disorder. After screening 1,652 
adolescents, a final sample of 150 youths (mean 
age 15.3 years) was selected for the study. The inter- 
vention program, »Coping with Stress Course«, con- 
sisted of fifteen 45 -min group sessions and was 
based on a cognitive distortion model of depression. 
In the treated as usual care condition, adolescents 
were free to either continue with pre-existing treat- 
ment or seek new treatment opportunities. Results 
showed a significant difference in the incidence of 
major depressive disorder or dysthymia in the 
treated as usual care group (25.7%) versus the active 
intervention group (14.5%) at 12-months follow-up. 

In the Penn Prevention Program, Jay cox et al. 
(1994) developed a district-wide, school-based indi- 
cated prevention program consisting of cognitive 
and social problem solving techniques targeting 
10- 13-year old youths at risk for depression based 
on elevated depressive symptoms, parental conflict, 
or both, as reported by the youths themselves. De- 
pressive symptoms were significantly reduced and 
classroom behavior was significantly improved in 
the treatment group as compared to controls at 
posttest. Six-months follow-up showed continued 
significant reductions in depressive symptoms, as 
well as significantly fewer externalizing conduct 
problems, as compared to controls. Reduction in 
symptoms was most pronounced in children who 
were most at risk. Results from the 2 -year follow- 
up study showed that the prevention program pro- 
duced enduring relief of depressive symptoms, and 
the prevention effect grew over time. The program 
also improved the participants’ explanatory style, 
making them more optimistic. Authors suggested 
that change in the explanatory style for negative 
events was a mediator of the prevention program’s 
effect on depressive symptoms. 

20.6 Conclusions and 

Further Research Directions 



As this chapter has made clear, there is a paucity of 
research conducted on early detection and preven- 
tion of emotional disorders in youth. As this chapter 
has also made clear, research progress on prevention 
corresponds considerably with research progress in 
the area of developmental psychopathology, includ- 
ing issues relating to the longitudinal course of dis- 
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orders, the role of specific risk and protective fac- 
tors, and the complex interrelations that likely exist 
among risk and protective factors, including possi- 
ble additive, if not multiplicative effects of these fac- 
tors. Filling the gaps in these critical developmental 
psychopathology areas will help a great deal in im- 
proving the theoretical foundation upon which to 
develop effective prevention intervention programs. 
The need for such programs is an issue of much 
public health significance given the personal and so- 
cietal damages that anxiety and mood disorders in 
youths accrue. 

Practical constraints have further served to limit 
the development and evaluation of preventive inter- 
vention programs. Prevention efforts are costly, as 
they necessarily involve collection of data from large 
samples over a lengthy time period. Large samples 
are needed because of the relatively low base rates 
of emotional disorders in the population of interest, 
and because it is unknown which individuals will 
develop an anxiety disorder, a mood disorder, or 
both. Further, because the relevant outcome is the 
future development of these disorders and perhaps 
of other comorbid conditions (e.g., substance 
abuse), prevention studies require data collection 
years after the intervention. The need for longitudi- 
nal follow-ups for long periods of time renders im- 
plementation and evaluation of prevention pro- 
grams exceedingly difficult, especially when most 
external funding of mental health studies is typically 
for brief time intervals (5 years maximum in the 
USA), which also are required to yield tangible out- 
comes. Thus, alternative or new mechanisms of 
funding are needed if knowledge is to be developed 
in this area. 

Much of the prevention research on children’s 
emotional problems has adopted a targeted or 
high-risk approach. A major issue facing programs 
targeting high-risk children is the relative strength 
of the risk factors selected. Of importance here is 
the concept of the population attributable fraction 
(Levin 1953), which indicates the maximum reduc- 
tion in the incidence of a disorder that could be ex- 
pected if the effects of the risk factor(s) could be 
eliminated. A study by Offord, Boyle, and Racine 
(1989) showed that even if it were possible to elim- 
inate the five family risk factors they targeted, the 
reduction in children’s mental health problems 
would only be from 14% to 18%. It is thus of major 
importance for prevention studies to identify and 
modify factors that account for a large proportion 
of the incidence of the targeted disorder(s). 



It has been shown that a focus on the most high- 
risk individuals is unlikely to have a large impact on 
rates of disorders within a population, since most 
cases of a disorder come from the large population 
that is at low or modest risk (Davis et al. 2003; Scott 
2003). The sensitivity and specificity of early detec- 
tion methods are well below what is needed to make 
individual risk predictions. Prevention programs 
targeting the higher proportion of people who have 
a more moderate level of risk has a much greater im- 
pact on the population than targeting people with 
the largest cumulative risk. Yale et al. (2003) have re- 
cently shown that one way to maximize the preven- 
tion of new cases of a disorder is to select the target 
population by residence in a certain high-risk 
neighborhood, based on epidemiological data, 
rather than by internal or interpersonal risk factors. 
Thus, although many existing prevention programs 
have a positive effect on the development of individ- 
ual children, they do not have much effect on the in- 
cidence of emotional problems in the population as 
a whole. 

There are other methodological and conceptual 
issues that make prevention research a challenging 
field of study. For universal prevention programs, 
a main issue of concern is finding an optimal way 
to prompt youths, parents, or both to participate 
in a study for a condition that the youth probably 
does not even have. Selective and indicated preven- 
tion programs, on the other hand, hold the challenge 
of trying to recruit and select a sample of young 
people from a population, who will be encouraged 
to participate in some type of intervention. Potential 
deleterious effects of such identification and the 
ethical issues involved, including issues relating to 
confidentiality in programs involving groups re- 
quire careful consideration. Overall, issues such as 
these have been insufficiently discussed in the pre- 
vention literature. 

As the field moves forward in developing and 
evaluating preventive intervention programs, it will 
become increasingly important that outcome be as- 
sessed not only at postintervention, but also as men- 
tioned above, at longitudinal follow-ups that even 
extend into early adulthood. A related question is 
whether booster sessions are needed to retain the 
gains from prevention programs since the fairly pre- 
dictable stressful life events that face young people 
might compromise long-term maintenance. 

It also will be important for future research to 
move beyond symptoms and diagnosis and pay in- 
creased attention to whether youths’ functional im- 
pairment has improved. For example, are there im- 



References 



283 



20 



provements in the youth’s grades or in his or her 
peer relationships? Such outcomes should be ser- 
iously considered in the design and evaluation of fu- 
ture prevention studies. As also noted in this chap- 
ter, the potential of the positive psychology move- 
ment has yet to be seriously considered in the con- 
text of developing prevention programs and in de- 
termining targets of outcome. For example, rather 
than only asking whether anxiety or depression, or 
both, have decreased, researchers might ask whether 
courage or hopefulness, or both, have increased. Re- 
search questions of this type will require further 
measurement development so that instruments that 
assess constructs relevant to positive psychology ex- 
ist for use with youths. 

In addition, future prevention studies should be- 
gin to incorporate cost-benefit analyses into their 
evaluations. One explanation for the lack of govern- 
ment funding is the absence of cost-benefit data 
from psychologically based prevention studies. In 
the area of physical health, convincing evidence is 
available regarding the savings involved (Mrazek 
and Haggerty 1994). The benefits of prevention in 
mental health are harder to estimate. However, there 
are indicators that could be used in cost-benefit 
analyses, such as reductions in mental health con- 
sultations, time off work, lost productive work time, 
hospitalizations, and pension payments. 

The few prevention intervention studies that 
have been conducted thus far have not shed light 
on the mechanisms and mediators of change. The 
lack of attention paid to mediators of change is un- 
derstandable in any new, emerging area. However, as 
researchers continue to design and evaluate preven- 
tion intervention studies, they might consider a 
priori potential key mediators of change, and thus 
design studies so that these potential mediators 
can at least begin to be evaluated. Future efforts also 
are needed that more carefully consider issues relat- 
ing to development, gender, and ethnicity in both 
the development of emotional disorders in young 
people and in understanding how these issues may 
inform the development of preventive intervention 
programs. It is known for example that rates of emo- 
tional disorders show dramatic increases in females 
compared to males over the course of development 
(Silverman and Carter, in press). More careful atten- 
tion to the particular biopsychosocial challenges 
that females face over the course of development 
would go a long way in improving current preven- 
tion efforts. Similarly, given that during adolescence 
social and peer pressures magnify, prevention pro- 
grams should carefully consider the role of peers 



and how peers may be used to help promote positive 
youth functioning. In contrast, for younger children, 
the effect of including parents in the intervention 
relative to not including parents requires further 
study. 

Finally, and maybe most importantly - in order 
for prevention of emotional disorders in youths to 
have a significant impact not only on individual 
cases but also on the population as a whole - noth- 
ing less than a »paradigm shift« in prevention re- 
search seems necessary. This would involve a shift 
away from short-term, individual- or family-focused 
interventions based on highly-selected at-risk sam- 
ples with the aim of modifying a single risk factor 
whose population attributable fraction remains un- 
explored, to large-scale, long-term, community- 
based interventions that are rooted in epidemiolog- 
ical knowledge about the incidence of the disorder 
in different areas. These interventions should target 
as many children within the population as possible 
in an attempt to modify those risk factors or en- 
hance those protective factors whose impact on 
the incidence of the disorder has been found to be 
considerable. If mental health experts want to make 
a significant difference on the epidemiology of dis- 
orders, preventive measures need to be based either 
on a universal prevention strategy or on a selective 
prevention strategy targeting not those few with 
the highest risk but the larger amount of youths 
with a more moderate level of risk. 
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21.1 Introduction 



This chapter has two main aims. First, it sum- 
marizes the major risk factors for conduct problems 
and delinquency and, second, it reviews the scientif- 
ic evidence on the effectiveness of interventions to 
prevent conduct disorder and delinquency. The 
chapter focuses on risk factors discovered in pro- 
spective longitudinal surveys and on successful in- 
terventions demonstrated in randomized controlled 
experiments. (For descriptions of longitudinal sur- 
veys, see Kalb et al. 2001; for reviews of risk factors, 
see Hawkins et al. 1998; for reviews of intervention 
studies, see Farrington and Welsh 2003.) It also fo- 
cuses mainly on young people aged 10-17 and relies 



on research carried out in North America, Great 
Britain, or similar Western countries. Most research 
has been carried out with males, but studies of fe- 
males are included where applicable (e.g., Moffitt 
et al. 2001). The focus is on substantive results 
rather than methodological and theoretical issues. 

In general, all types of antisocial behavior tend 
to coexist and are intercorrelated. Conduct disorder 
(CD) and delinquency are among the most impor- 
tant types of adolescent antisocial behaviors. These 
behaviors are logically and empirically related, so 
that risk factors and successful interventions that 
apply to one of these types of antisocial behavior 
are also likely to apply to the other. 

21.2 Risk Factors 



Risk factors - identified in prospective longitudinal 
studies - for conduct problems and delinquency will 
be discussed one by one; additive, interactive, inde- 
pendent, or sequential effects will not be exhaus- 
tively reviewed, although these are important issues. 
Also not discussed are protective factors and resili- 
ence (see Masten and Reed 2002). Because of limita- 
tions of space, and because of their limited relevance 
for psychosocial interventions, biological factors are 
not reviewed (see Rowe 2002). There is also little 
space to review theories of the causal mechanisms 
by which risk factors might have their effects on 
antisocial behavior (see, e.g., Juby and Farrington 
2001). 

21.2.1 Temperament and Personality 



Personality traits such as sociability or impulsive- 
ness describe broad predispositions to respond in 
certain ways, and temperament is basically the 
childhood equivalent of personality. Temperament 
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is clearly influenced by biological factors but is not 
itself a biological variable like heart rate (in our 
view). Important results on the link between child- 
hood temperament and later offending have been 
obtained in the Dunedin longitudinal study in 
New Zealand (Caspi 2000). Temperament at age 
3 years was rated by observing the child’s behavior 
during a testing session. The most important di- 
mension of temperament was being undercontrolled 
(restless, impulsive, with poor attention), and this 
predicted aggression, self-reported delinquency, 
and convictions at age 18-21. 

In the Cambridge Study, which is a prospective 
longitudinal survey of 400 London boys, those high 
on both Extraversion and Neuroticism tended to be 
juvenile self-reported delinquents, adult official of- 
fenders, and adult self-reported offenders, but not 
juvenile official delinquents (Farrington et al. 
1982). Furthermore, these relationships held inde- 
pendently of other variables such as low family in- 
come, low intelligence, and poor parental child-rear- 
ing behavior. However, when individual items of the 
personality questionnaire were studied, it was clear 
that the significant relationships were caused by the 
items measuring impulsiveness (e.g., doing things 
quickly without stopping to think). 



21 .2.2 Impulsiveness 



Impulsiveness is the most crucial personality di- 
mension that predicts antisocial behavior (Lipsey 
and Derzon 1998). Unfortunately, there are a bewil- 
dering number of constructs referring to a poor 
ability to control behavior. These include impulsive- 
ness, hyperactivity, restlessness, clumsiness, not 
considering consequences before acting, a poor abil- 
ity to plan ahead, short time horizons, low self-con- 
trol, sensation-seeking, risk-taking, and a poor abil- 
ity to delay gratification. 

Many studies show that hyperactivity predicts 
later offending. In the Copenhagen Perinatal project, 
hyperactivity (restlessness and poor concentration) 
at age 11-13 significantly predicted arrests for vio- 
lence up to age 22, especially among boys experien- 
cing delivery complications (Brennan et al. 1993). 
Similarly, in the Orebro longitudinal study in Swe- 
den, hyperactivity at age 13 predicted police-re- 
corded violence up to age 26. The highest rate of 
violence was among males with both motor restless- 
ness and concentration difficulties (15%), compared 
to 3% of the remainder (Klinteberg et al. 1993). 



In the Cambridge Study, boys nominated by tea- 
chers as lacking in concentration or restless, those 
nominated by parents, peers, or teachers as the most 
daring or taking most risks, and those who were the 
most impulsive on psychomotor tests at age 8-10, all 
tended to become offenders later in life. Daring, 
poor concentration and restlessness all predicted 
both official convictions and self-reported delin- 
quency, and daring was consistently one of the best 
independent predictors (Farrington 1992b). Inter- 
estingly, Farrington et al. (1990) found that hyperac- 
tivity predicted juvenile offending independently of 
conduct problems. Lynam (1996) proposed that 
boys with both hyperactivity and CD were most at 
risk of chronic offending and psychopathy, and Ly- 
nam (1998) presented evidence in favor of this hy- 
pothesis from the Pittsburgh Youth Study. 

21.2.3 Low IQ and Low Educational 
Achievement 



Low IQ and low school achievement are important 
predictors of CD, delinquency, and adolescent anti- 
social behavior (Moffitt 1993). In an English epide- 
miological study of 13-year-old twins, low IQ of the 
child predicted conduct problems independently of 
social class and of the IQ of parents (Goodman et 
al. 1995). Low school achievement was a strong cor- 
relate of CD in the Pittsburgh Youth Study (Loeber et 
al. 1998). In both the Ontario Child Health Study 
(Offord et al. 1989) and the New York State longitu- 
dinal study (Velez et al. 1989), failing a grade pre- 
dicted CD. Under- achievement, defined according 
to a discrepancy between IQ and school achieve- 
ment, is also characteristic of CD children, as Frick 
et al. (1991) reported in the Developmental Trends 
Study. 

Low IQ and low school achievement also predict 
youth violence. In the Philadelphia Biosocial project 
(Denno 1990), low verbal and performance IQ at 
ages 4 and 7, and low scores on the California 
Achievement test at age 13-14 (vocabulary, compre- 
hension, mathematics, language, spelling) all pre- 
dicted arrests for violence up to age 22. In Project 
Metropolitan in Copenhagen, low IQ at age 12 sig- 
nificantly predicted police-recorded violence be- 
tween ages 15 and 22. The link between low IQ 
and violence was strongest among lower class boys 
(Hogh and Wolf 1983). 
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21.2.4 Child Rearing and Child Abuse 

In the Pittsburgh Youth Study, poor parental super- 
vision was an important risk factor for CD (Loeber 
et al. 1998). Poor maternal supervision and low per- 
sistence in discipline predicted CD in the Develop- 
mental Trends Study (Frick et al. 1992), but not in- 
dependently of parental Antisocial Personality Dis- 
order. Rothbaum and Weisz (1994) carried out a 
meta-analysis and concluded that parental rein- 
forcement, parental reasoning, parental punish- 
ments, and parental responsiveness to the child were 
all related to externalizing child behavior. 

Of all child rearing factors, poor parental super- 
vision is the strongest and most replicable predictor 
of delinquency (Smith and Stern 1997), and harsh or 
punitive discipline (involving physical punishment) 
is also an important predictor (Haapasalo and Poke- 
la 1999). The classic longitudinal studies by McCord 
(1979) in Boston and Robins (1979) in St. Louis 
show that poor parental supervision, harsh disci- 
pline, and a rejecting attitude all predict delin- 
quency. Similar results were obtained in the Cam- 
bridge Study. Harsh or erratic parental discipline, 
cruel, passive, or neglecting parental attitudes, and 
poor parental supervision, all measured at age 8, 
all predicted later juvenile convictions and self-re- 
ported delinquency (West and Farrington 1973). 
Generally, the presence of any of these adverse fam- 
ily background features doubled the risk of a later 
juvenile conviction. 

There seems to be significant intergenerational 
transmission of aggressive and violent behavior 
from parents to children, as Widom (1989) found 
in a study of abused children in Indianapolis. Chil- 
dren who were physically abused up to age 1 1 were 
significantly likely to become violent offenders in 
the next 15 years (Maxfield and Widom 1996). Sim- 
ilarly, in the Rochester Youth Development Study, 
Smith and Thornberry (1995) showed that recorded 
child maltreatment under age 12 predicted self-re- 
ported violence between ages 14 and 18, indepen- 
dently of gender, ethnicity, SES, and family struc- 
ture. The extensive review by Malinosky-Rummell 
and Hansen (1993) confirms that being physically 
abused as a child predicts later violent and nonvio- 
lent offending. 



21.2.5 Parental Conflict 

and Disrupted Families 

There is no doubt that parental conflict and inter- 
parental violence predict adolescent antisocial be- 
havior, as the meta-analysis of Buehler et al. 
(1997) shows. Also, parental conflict is related to 
childhood externalizing behavior, irrespective of 
whether the information about both comes from 
parents or children (Jenkins and Smith 1991). In 
the Pittsburgh Youth Study, CD boys tended to have 
parents who had unhappy relationships (Loeber et 
al. 1998). Parental conflict also predicts delinquency 
(West and Farrington 1973). 

In the Christchurch Study in New Zealand, chil- 
dren who witnessed violence between their parents 
were more likely to commit both violent and prop- 
erty offenses according to their self-reports (Fergus- 
son and Horwood 1998). Witnessing father-initiated 
violence was still predictive after controlling for 
other risk factors, such as parental criminality, par- 
ental substance abuse, parental physical punish- 
ment, a young mother, and low family income. 

Parental separation and single parent families 
predict CD children. In the Christchurch Study, sep- 
arations from parents in the first 5 years of a child’s 
life (especially) predicted CD at age 15 (Fergusson et 
al. 1994). In the New York State longitudinal study, 
CD was predicted by parental divorce, but far more 
strongly by having a never-married lone mother 
(Velez et al. 1989). In the Ontario Child Health 
Study, coming from a single-parent family predicted 
CD, but this was highly related to poverty and de- 
pendence on welfare benefits (Blum et al. 1988). 

In the Dunedin Study in New Zealand, boys 
from single parent families disproportionately 
tended to be convicted; 28% of violent offenders 
were from single parent families, compared with 
17% of nonviolent offenders and 9% of unconvicted 
boys (Henry et al. 1996). Based on analyses of four 
surveys (including the Cambridge Study), Morash 
and Rucker (1989) concluded that the combination 
of teenage child-bearing and a single-parent fe- 
male-headed household was especially conducive 
to the development of offending in children. Later 
analyses of the Cambridge Study showed that teen- 
age child-bearing combined with a large number of 
children particularly predicted offending by the 
children (Nagin et al. 1997). 

Many studies show that broken homes or dis- 
rupted families predict delinquency (Wells and Ran- 
kin 1991). In the Newcastle (England) Thousand- 
Family Study, Kolvin et al. (1988) reported that mar- 
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ital disruption (divorce or separation) in a boy’s first 
5 years predicted his later convictions up to age 32. 
Similarly, in the Dunedin study in New Zealand, 
Henry et al. (1993) found that children who were ex- 
posed to parental discord and many changes of the 
primary caretaker tended to become antisocial and 
delinquent. In the Cambridge Study, Juby and Far- 
rington (2001) showed that boys who remained with 
their mother after a family break had the same de- 
linquency rate as boys from intact low conflict fam- 
ilies, but boys who remained with their fathers, with 
relatives, or with others (e.g., foster parents) had 
high delinquency rates. 

21.2.6 Antisocial Parents 
and Large Families 



It is clear that antisocial parents tend to have antiso- 
cial children (Lipsey and Derzon 1998). In the De- 
velopmental Trends Study, parental APD was the 
best predictor of childhood CD (Frick et al. 1992) 
and parental substance use was an important pre- 
dictor of the onset of CD (Loeber et al. 1995). Sim- 
ilarly, in the New York State longitudinal study, par- 
ental APD was a strong predictor of externalizing 
child behavior (Cohen et al. 1990). In the Pittsburgh 
Youth Study, parents with behavior problems and 
substance use problems tended to have CD boys 
(Loeber et al. 1998). 

In their classic longitudinal studies, McCord 
(1977) and Robins et al. (1975) showed that criminal 
parents tended to have delinquent sons. In the Cam- 
bridge Study, the concentration of offending in a 
small number of families was remarkable. Less than 
6% of the families were responsible for half of the 
criminal convictions of all members (fathers, 
mothers, sons, and daughters) of all 400 families 
(Farrington et al. 1996). Having a convicted mother, 
father, brother, or sister significantly predicted a 
boy’s own convictions. Same-sex relationships were 
stronger than opposite-sex relationships, and older 
siblings were stronger predictors than younger sib- 
lings. Furthermore, convicted parents and delin- 
quent siblings were related to a boy’s self-reported 
as well as official offending (Farrington 1979). CD 
symptoms also tend to be concentrated in families, 
as shown in the Ontario Child Health Study (Szat- 
mari et al. 1993). 

Many studies show that large families predict 
delinquency (Fischer 1984). For example, in the 
British National Survey of Health and Development, 
Wadsworth (1979) found that the percentage of boys 



who were officially delinquent increased from 9% 
for families containing one child to 24% for families 
containing four or more children. The Newsons in 
their Nottingham study also concluded that large 
family size was one of the most important predictors 
of delinquency (Newson et al. 1993). Large family 
size also predicts adolescent self-reported violence 
(Farrington 2000). 

In the Cambridge Study, if a boy had four or 
more siblings by his tenth birthday, this doubled 
his risk of being convicted as a juvenile (West and 
Farrington 1973). Large family size predicted self- 
reported delinquency as well as convictions (Far- 
rington 1979), and adult as well as juvenile convic- 
tions (Farrington 1992 a). Also, large family size was 
the most important independent predictor of con- 
victions up to age 32 in a logistic regression analysis 
(Farrington 1993). Large family size was similarly 
important in the Cambridge and Pittsburgh studies, 
even though families were on average smaller in 
Pittsburgh in the 1990s than in London in the 
1960s (Farrington and Loeber 1999). 

21.2.7 Socio-Economic Factors 



It is clear that antisocial children disproportionately 
come from low SES families. In the Ontario Child 
Health Study, CD children tended to come from 
low income families, with unemployed parents, liv- 
ing in subsidized housing and dependent on welfare 
benefits (Offord et al. 1986). In the New York State 
longitudinal study, low SES, low family income, 
and low parental education predicted CD children 
(Velez et al. 1989). In the Developmental Trends 
Study, low SES predicted the onset of CD (Loeber 
et al. 1995), and, in the Pittsburgh Youth Study, fam- 
ily dependence on welfare benefits was characteris- 
tic of CD boys (Loeber et al. 1998). 

Low SES is a less consistent predictor of delin- 
quency. However, a lot depends on whether it is 
measured by income and housing or by occupa- 
tional prestige. In the Cambridge Study, low family 
income and poor housing predicted official and 
self-reported, juvenile and adult delinquency, but 
low parental occupational prestige predicted only 
self-reported delinquency (Farrington 1992 a, b). 
Low family income was a strong predictor of self- 
reported violence (Farrington 2000), and having 
an unemployed father was one of the strongest 
predictors of convictions for violence (Farrington 
1994). 
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21.2.8 Peer Influences 



It is well established that having delinquent friends 
is an important predictor of delinquency (Lipsey 
and Derzon 1998). What is less clear is how far anti- 
social peers encourage and facilitate adolescent anti- 
social behavior, or whether it is merely that »birds 
of a feather flock together«. Delinquents may have 
delinquent friends because of co-offending, which 
is particularly common under age 21 (Reiss and Far- 
rington 1991). Elliott and Menard (1996) in the U.S. 
National Youth Survey concluded that delinquent 
friends influenced an adolescent’s own delinquency 
and that the reverse was also true: more delinquent 
adolescents were more likely to have delinquent 
friends. In the Pittsburgh Youth Study, Keenan et 
al. (1995) discovered that having antisocial friends 
predicted the later onset of a boy’s antisocial behav- 
ior. 



21.2.9 School and Community 
Influences 



It is also well established that delinquents dispropor- 
tionately attend high delinquency rate schools, 
which have high levels of distrust between teachers 
and students, low commitment to the school by stu- 
dents, and unclear and inconsistently enforced rules 
(Graham 1988). In the Cambridge Study, attending a 
high delinquency- rate school at age 1 1 significantly 
predicted a boy’s own delinquency (Farrington 
1992b). However, what is less clear is how far the 
schools themselves influence antisocial behavior, 
by their organization, climate, and practices, and 
how far the concentration of offenders in certain 
schools is mainly a function of their intakes. In 
the Cambridge Study, most of the variation between 
schools in their delinquency rates could be ex- 
plained by differences in their intakes of trouble- 
some boys at age 11 (Farrington 1972). However, re- 
views of American research show that schools with 
clear, fair, and consistently enforced rules tend to 
have low rates of student misbehavior (Gottfredson 
2001; Herrenkohl et al. 2001). 

It is difficult to determine how far communities 
themselves influence antisocial behavior and how 
far it is merely the case that antisocial people tend 
to live in deprived areas (e.g., because of their pov- 
erty or public housing allocation policies). Interest- 
ingly, both neighborhood researchers such as Gott- 
fredson et al. (1991) and developmental researchers 



such as Rutter (1981) have concluded that neighbor- 
hoods have only indirect effects on antisocial behav- 
ior via their effects on individuals and families. 
However, Sampson et al. (1997) argued that a low 
degree of »collective efficacy« in a neighborhood 
(a low degree of informal social control) caused high 
crime rates. 



21.3 Successful Interventions 



This section reviews successful interventions in pre- 
venting conduct disorder and delinquency. The fo- 
cus here is on results obtained in randomized con- 
trolled experiments with reasonably large samples, 
since the effect of any intervention on antisocial be- 
havior can be demonstrated most convincingly in 
such experiments (Farrington 1983). For more ex- 
tensive reviews of the effects of interventions, see 
Wasserman and Miller (1998) and Catalano et al. 
(1998). Most interventions target risk factors and 
aim to prevent antisocial behavior. However, it is 
equally important to strengthen protective factors 
and promote healthy adolescent development (Cata- 
lano et al. 2002). 



21.3.1 Early Home Visiting 



Adolescent delinquency can be prevented by inten- 
sive home visiting programs. For example, in New 
York state, Olds et al. (1986) randomly allocated 
400 mothers either to receive home visits from 
nurses during pregnancy, or to receive visits both 
during pregnancy and during the first 2 years of life, 
or to a control group who received no visits. The 
home visitors gave advice about prenatal and post- 
natal care of the child, about infant development, 
and about the importance of proper nutrition and 
avoiding smoking and drinking during pregnancy. 

The results of this experiment in New York state 
showed that the postnatal home visits caused a de- 
crease in recorded child physical abuse and neglect 
during the first 2 years of life, especially by poor un- 
married teenage mothers; 4% of visited versus 19% 
of nonvisited mothers of this type were guilty of 
child abuse or neglect. This last result is important 
because children who are physically abused or ne- 
glected tend to become violent offenders later in life. 
In a 15 -year follow-up, the main focus was on lower 
class unmarried mothers. Among these high-risk 
mothers, those who received prenatal and postnatal 
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home visits had fewer arrests than those who re- 
ceived prenatal visits or no visits (Olds et al. 
1997). Also, children of these mothers who received 
prenatal and/or postnatal home visits had less than 
half as many arrests as children of mothers who re- 
ceived no visits (Olds et al. 1998). According to Aos 
et al. (2001 a), the benefit-to-cost ratio for high risk 
mothers was 3.1, based on savings to crime victims 
and the criminal justice system. 

21.3.2 Preschool Programs 



One of the most successful early prevention pro- 
grams has been the Perry preschool project carried 
out in Michigan by Schweinhart and Weikart (1980). 
This was essentially a »Head Start« program that 
targeted disadvantaged African-American children. 
The experimental children attended a daily pre- 
school program, backed up by weekly home visits, 
usually lasting 2 years (covering ages 3-4). The 
aim of the »plan-do-review« program was to provide 
intellectual stimulation, to increase thinking and 
reasoning abilities, and to increase later school 
achievement. 

As demonstrated in several other Head Start 
projects, the experimental group showed gains in in- 
telligence that were rather short-lived. However, 
they were significantly better in elementary school 
motivation, school achievement at age 14, teacher 
ratings of classroom behavior at ages 6-9, self-re- 
ports of classroom behavior at age 15, and self-re- 
ports of offending at age 15. A later follow-up of 
the Perry sample (Berrueta-Clement et al. 1984) 
showed that, at age 19, the experimental group 
was more likely to be employed, more likely to have 
graduated from high school, more likely to have re- 
ceived college or vocational training, and less likely 
to have been arrested. By age 27, the experimental 
group had accumulated only half as many arrests 
on average as the controls (Schweinhart et al. 
1993). Also, they had significantly higher earnings 
and were more likely to be home owners. Hence, this 
preschool intellectual enrichment program led to 
decreases in school failure, to decreases in delin- 
quency, and to decreases in other undesirable out- 
comes. For every $1 spent on the program, $7 were 
saved in the long run. 

Like the Perry project, the Child Parent Center 
(CPC) in Chicago provided disadvantaged children 
with a high-quality, active learning preschool sup- 
plemented with family support (Reynolds et al. 
2001). However, unlike Perry, CPC continued to pro- 



vide the children with the educational enrichment 
component into elementary school, up to age 9. Just 
focusing on the effect of the preschool intervention, 
it was found that, compared to a control group, 
those who received the program were less likely to 
be arrested for both nonviolent and violent offenses 
by the time they were 18. The CPC program also 
produced other benefits for those in the experimen- 
tal compared to the control group, such as a higher 
rate of high school completion. 

21.3.3 Parent Training 



Parent training is also an effective method of pre- 
venting delinquency. Many different types of parent 
training have been used (Kazdin 1997), but the be- 
havioral parent management training developed by 
Patterson (1982) in Oregon is one of the most hope- 
ful approaches. His careful observations of parent- 
child interaction showed that parents of antisocial 
children were deficient in their methods of child 
rearing. These parents failed to tell their children 
how they were expected to behave, failed to monitor 
their behavior to ensure that it was desirable, and 
failed to enforce rules promptly and unambiguously 
with appropriate rewards and penalties. The parents 
of antisocial children used more punishment (such 
as scolding, shouting, or threatening), but failed to 
make it contingent on the child’s behavior. 

Patterson attempted to train these parents in ef- 
fective child rearing methods, namely noticing what 
a child is doing, monitoring behavior over long per- 
iods, clearly stating house rules, making rewards 
and punishments contingent on behavior, and nego- 
tiating disagreements so that conflicts and crises did 
not escalate. His treatment was shown to be effective 
in reducing child stealing and antisocial behavior 
over short periods in small-scale studies (Dishion 
et al. 1992; Patterson et al. 1982, 1992). 

Another parenting intervention, termed func- 
tional family therapy, was evaluated in Utah by Alex- 
ander and Parsons (1973). This aimed to modify 
patterns of family interaction by modeling, prompt- 
ing, and reinforcement, to encourage clear commu- 
nication of requests and solutions between family 
members, and to minimize conflict. Essentially, all 
family members were trained to negotiate effec- 
tively, to set clear rules about privileges and respon- 
sibilities, and to use techniques of reciprocal rein- 
forcement with each other. This technique halved 
the recidivism rate of minor delinquents in compar- 
ison with other approaches (client-centered or psy- 
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chodynamic therapy). Its effectiveness with more 
serious delinquents was confirmed in a replication 
study using matched groups (Gordon 1995). 

The Multidimensional Treatment Foster Care 
(MTFC) program, evaluated in Oregon by Chamber- 
lain and Reid (1998), also produced desirable re- 
sults. Participants (young males with a history of 
serious and chronic offending and their parents) 
in the MTFC program received individual (e.g., 
skills in problem solving) and family (e.g., parent 
management training) therapy, while controls went 
to the usual community-based group care facility. 
One year after the completion of the program, 
MTFC cases were less likely than controls to have 
engaged in further criminal activity, as measured 
by police arrests. 

21.3.4 Skills Training 



The set of techniques variously termed cognitive- 
behavioral interpersonal social skills training have 
proved to be successful (Lipsey and Wilson 1998). 
For example, the »Reasoning and Rehabilitation« 
program developed by Ross and Ross (1995) in Ot- 
tawa, Canada, aimed to modify the impulsive, ego- 
centric thinking of delinquents, to teach them to 
stop and think before acting, to consider the conse- 
quences of their behavior, to conceptualize alterna- 
tive ways of solving interpersonal problems, and to 
consider the impact of their behavior on other peo- 
ple, especially their victims. It included social skills 
training, lateral thinking (to teach creative problem 
solving), critical thinking (to teach logical reason- 
ing), values education (to teach values and concern 
for others), assertiveness training (to teach nonag- 
gressive, socially appropriate ways to obtain desired 
outcomes), negotiation skills training, interpersonal 
cognitive problem-solving (to teach thinking skills 
for solving interpersonal problems), social perspec- 
tive training (to teach how to recognize and under- 
stand other people’s feelings), role-playing, and 
modeling (demonstration and practice of effective 
and acceptable interpersonal behavior). This pro- 
gram led to a large decrease in reoffending by a 
small sample of delinquents. 

Jones and Offord (1989) implemented a skills 
training program, known as Participate and Learn 
Skills (PALS), in an experimental public housing 
complex in Ottawa and compared it with a control 
complex. The program centered on nonschool skills, 
both athletic (e.g., swimming and hockey) and non- 
athletic (e.g., guitar and ballet). The aim of develop- 



ing skills was to increase self-esteem, to encourage 
children to use time constructively, and to provide 
desirable role models. Participation rates were high; 
about three-quarters of age-eligible children in the 
experimental complex took at least one course in 
the first year. The program was successful; delin- 
quency rates decreased significantly in the experi- 
mental complex compared to the control complex. 
The benefit-to-cost ratio, based on savings to tax- 
payers, was 2.5. 

21.3.5 Peer Programs 



There are no outstanding examples of effective in- 
tervention programs for antisocial behavior targeted 
on peer risk factors. The most hopeful programs in- 
volve using high-status conventional peers to teach 
children ways of resisting peer pressure; this is ef- 
fective in reducing drug use (Tobler et al. 1999). 
Also, in a randomized experiment in St. Louis, Feld- 
man et al. (1983) showed that placing antisocial ado- 
lescents in activity groups dominated by prosocial 
adolescents led to a reduction in their antisocial be- 
havior (compared with antisocial adolescents placed 
in antisocial groups). This suggests that the influ- 
ence of prosocial peers can be harnessed to reduce 
antisocial behavior. 

The most important intervention program 
whose success seems to be based mainly on reducing 
peer risk factors is the Children at Risk program 
(Harrell et al. 1997), which targeted high risk ado- 
lescents (average age 12) in poor neighborhoods 
of five cities across the USA. Eligible youths were 
identified in schools, and randomly assigned to ex- 
perimental or control groups. The program was a 
comprehensive community-based prevention strat- 
egy targeting risk factors for delinquency, including 
case management and family counseling, family 
skills training, tutoring, mentoring, after-school ac- 
tivities, and community policing. The program was 
different in each neighborhood. 

The initial results of the program were disap- 
pointing, but a 1-year follow-up showed that (ac- 
cording to self-reports) experimental youths were 
less likely to have committed violent crimes and 
used or sold drugs (Harrell et al. 1999). The process 
evaluation showed that the greatest change was in 
peer risk factors. Experimental youths associated 
less often with delinquent peers, felt less peer pres- 
sure to engage in delinquency, and had more posi- 
tive peer support. In contrast, there were few 
changes in individual, family, or community risk 
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factors, possibly linked to the low participation of 
parents in parent training and of youths in mentor- 
ing and tutoring (Harrell et al. 1997, p. 87). In other 
words, there were problems of implementation of 
the program, linked to the serious and multiple 
needs and problems of the families. 

21.3.6 School Programs 



An important school-based prevention experiment 
was carried out in Seattle by Hawkins et al. 
(1991). This combined parent training, teacher 
training, and skills training. About 500 first grade 
children (aged 6) were randomly assigned to be in 
experimental or control classes. The children in 
the experimental classes received special treatment 
at home and school, which was designed to increase 
their attachment to their parents and their bonding 
to the school, based on the assumption that delin- 
quency was inhibited by the strength of social 
bonds. Their parents were trained to notice and re- 
inforce socially desirable behavior in a program 
called »Catch them being good«. Their teachers were 
trained in classroom management, for example, to 
provide clear instructions and expectations to chil- 
dren, to reward children for participation in desired 
behavior, and to teach children prosocial (socially 
desirable) methods of solving problems. 

In an evaluation of this program, known as the 
Seattle Social Development Project, 18 months later, 
when the children were in different classes, Hawkins 
et al. (1991) found that the boys who received the ex- 
perimental program were significantly less aggres- 
sive than the control boys, according to teacher rat- 
ings. This difference was particularly marked for 
white boys rather than African-American boys. 
The experimental girls were not significantly less 
aggressive, but they were less self- destructive, an- 
xious and depressed. At age 18, Hawkins et al. 
(1999) found that the full intervention group (those 
receiving the intervention from grades 1-6) ad- 
mitted less violence, less alcohol abuse, and fewer 
sexual partners than the late intervention group 
(grades 5-6 only) or the controls. The benefit-to- 
cost ratio of this program according to Aos et al. 
(2001 a) was 4.3. Other school-based programs have 
also been successful in reducing antisocial behavior 
(Catalano et al. 1998). 



21.3.7 Anti-Bullying Programs 



Several school-based programs have been designed 
to decrease bullying. The most famous of these 
was implemented by Olweus (1994) in Norway. It 
aimed to increase awareness and knowledge of 
teachers, parents, and children about bullying and 
to dispel myths about it. A 30-page booklet was dis- 
tributed to all schools in Norway describing what 
was known about bullying and recommending what 
steps schools and teachers could take to reduce it. 
Also, a 25-minute video about bullying was made 
available to schools. Simultaneously, the schools dis- 
tributed to all parents a four-page folder containing 
information and advice about bullying. In addition, 
anonymous self-report questionnaires about bully- 
ing were completed by all children. 

The program was evaluated in Bergen. Each of 
the 42 participating schools received feedback infor- 
mation from the questionnaire, about the prevalence 
of bullies and victims, in a specially arranged school 
conference day. Also, teachers were encouraged to 
develop explicit rules about bullying (e.g., do not 
bully, tell someone when bullying happens, bullying 
will not be tolerated, try to help victims, try to in- 
clude children who are being left out) and to discuss 
bullying in class, using the video and role-playing 
exercises. Also, teachers were encouraged to im- 
prove monitoring and supervision of children, espe- 
cially in the playground. The program was success- 
ful in reducing the prevalence of bullying by half. 

A similar program was implemented in England 
in 23 Sheffield schools by Smith and Sharp (1994). 
The core program involved establishing a »whole- 
school« anti-bullying policy, raising awareness of 
bullying and clearly defining roles and responsibil- 
ities of teachers and students, so that everyone knew 
what bullying was and what they should do about it. 
In addition, there were optional interventions tai- 
lored to particular schools: curriculum work (e.g., 
reading books, watching videos), direct work with 
students (e.g., assertiveness training for those who 
were bullied), and playground work (e.g., training 
lunch-time supervisors). This program was success- 
ful in reducing bullying (by 15%) in primary 
schools, but had relatively small effects (a 5% reduc- 
tion) in secondary schools. 
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21.3.8 Multi-Modal Programs 

Multimodal programs including both skills training 
and parent training are more effective than either 
alone (Wasserman and Miller 1998). An important 
multimodal program was implemented by Tremblay 
et al. (1995) in Montreal, Canada. They identified 
about 250 disruptive (aggressive/hyperactive) boys 
at age 6 for a prevention experiment. Between ages 
7 and 9, the experimental group received training to 
foster social skills and self-control. Coaching, peer 
modeling, role playing, and reinforcement contin- 
gencies were used in small group sessions on such 
topics as »how to help«, »what to do when you are 
angry«, and »how to react to teasing«. Also, their 
parents were trained using the parent management 
training techniques developed by Patterson (1982). 

This prevention program was quite successful. 
By age 12, the experimental boys committed less 
burglary and theft, were less likely to get drunk, 
and were less likely to be involved in fights than 
the controls. Also, the experimental boys had higher 
school achievement. At every age from 10 to 15, the 
experimental boys had lower self-reported delin- 
quency scores than the control boys. Interestingly, 
the differences in antisocial behavior between ex- 
perimental and control boys increased as the fol- 
low-up progressed. 

Intervention programs that tackle several of the 
major risk factors for CD and delinquency are likely 
to be particularly effective. Henggeler et al. (1993) in 
South Carolina evaluated multisystemic therapy 
(MST) for juvenile offenders, tackling family, peer, 
and school risk factors simultaneously in indivi- 
dualized treatment plans tailored to the needs of 
each family. MST was compared with the usual 
Department of Youth Services treatment, involving 
out-of-home placement in the majority of cases. In 
a randomized experiment with delinquents, MST 
was followed by fewer arrests, lower self-reported 
delinquency, and less peer-oriented aggression. Bor- 
duin et al. (1995) also showed that MST was more 
effective in decreasing arrests and antisocial behav- 
ior than was individual therapy. According to Aos et 
al. (2001b), MST has one of the highest benefit-to- 
cost ratios of any program. For every $1 spent on it, 
$13.45 was saved in victim and criminal justice 
costs. 

The results were somewhat less favorable in a 
real world implementation of MST using therapists 
recruited and trained in each site. Previous experi- 
ments had been implemented and closely monitored 
by MST experts. Henggeler et al. (1997) randomly al- 



located chronic and violent juvenile offenders either 
to MST or to the usual services (which in this case 
mainly involved probation and restitution). MST 
led to a decrease in arrests, self-reported delin- 
quency, and antisocial behavior, but only when 
treatment fidelity was high. The researchers con- 
cluded that, in real world applications, therapist ad- 
herence to MST principles was a crucial factor. Wor- 
rying results were also obtained in a large-scale in- 
dependent evaluation of MST in Canada by Leschied 
and Cunningham (2002). Over 400 youths who were 
either offenders or at risk of offending were ran- 
domly assigned to receive either MST or the usual 
services (typically probation supervision). Six 
months after treatment, 28% of the MST group 
had been reconvicted, compared with 31% of the 
control group, a nonsignificant difference. 

21.4 Discussion and Conclusions 



A great deal is known about the key risk factors for 
adolescent antisocial behavior, which include im- 
pulsiveness, low IQ and low school achievement, 
poor parental supervision, child physical abuse, pu- 
nitive or erratic parental discipline, cold parental at- 
titude, parental conflict, disrupted families, antiso- 
cial parents, large family size, low family income, 
antisocial peers, high delinquency-rate schools, 
and high crime neighborhoods. However, the causal 
mechanisms linking these risk factors with antiso- 
cial outcomes are less well established. Larger devel- 
opmental theories that explain all the results need to 
be formulated and tested (Lahey et al. 2003). More 
research is needed on risk factors for persistence 
or escalation of antisocial behavior. How far risk 
factors are the same for males and females, for dif- 
ferent ethnic groups, or at different ages needs to be 
investigated. More cross-cultural comparisons of 
risk factors, and more studies of protective factors, 
are needed. 

The comorbidity and versatility of antisocial be- 
havior poses a major challenge to understanding. It 
is important to investigate how far all results are 
driven by a minority of multiple problem adoles- 
cents or chronic delinquents. Often, multiple risk 
factors lead to multiple problem boys (Loeber et 
al. 2001). How far any given risk factor generally 
predicts a variety of different outcomes (as opposed 
to specifically predicting one or two outcomes) and 
how far each outcome is generally predicted by a 
variety of different risk factors (as opposed to being 
specifically predicted by only one or two risk fac- 
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tors) is unclear. An increasing number of risk fac- 
tors seems to lead to an increasing probability of 
antisocial outcomes, almost irrespective of the par- 
ticular risk factors included in the prediction mea- 
sure, but more research is needed on this. There 
was insufficient space in this chapter to review the- 
ories explaining the links between risk factors and 
antisocial outcomes, but these have to be based on 
knowledge about the additive, independent, interac- 
tive, and sequential effects of risk factors. 

There are many examples of successful interven- 
tion programs, including general parent education 
in home visiting programs, preschool intellectual 
enrichment programs, parent management training, 
cognitive-behavioral skills training, anti-bullying 
programs, and multimodal programs including in- 
dividual and family interventions. However, many 
experiments are based on small samples and short 
follow-up periods. The challenge to researchers is 
to transport carefully monitored small-scale pro- 
grams implemented by high quality university per- 
sonnel into routine large-scale use, without losing 
their effectiveness. Often, multimodal programs 
are the most successful, making it difficult to iden- 
tify the active ingredient. Successful multimodal 
programs should be followed by more specific ex- 
periments targeting single risk factors, which could 
be very helpful in establishing which risk factors 
have causal effects. 

More efforts are needed to tailor types of inter- 
ventions to types of adolescents. Ideally, an inter- 
vention should be preceded by a screening or needs 
assessment to determine which problems need to be 
rectified and which adolescents are most likely to be 
amenable to treatment. It is important to establish 
how far interventions are successful with the most 
antisocial adolescents, in order to identify where 
the benefits will be greatest in practice. Also, more 
cost-benefit analyses are needed, to show how much 
money is saved by successful programs. Saving 
money is a powerful argument to convince policy- 
makers and practitioners to implement intervention 
programs. 

A great deal has been learned about adolescent 
antisocial behavior in the last 25 years, especially 
from longitudinal and experimental studies. More 
investment in these kinds of studies is needed in 
the next 25 years in order to advance knowledge 
about and decrease these troubling social problems. 
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22.1 Introduction 



Attention deficit/hyperactivity disorder (ADHD) 
should in theory be a good candidate for prevention 
programs. 

1. ADHD is readily recognized, being based on 
overt and salient behaviors. Overactivity, impul- 
siveness, and inattentiveness are recognized 
problems for children’s development in most 
cultures. 

2. The behavior problems are common. This 
greatly facilitates the accuracy of detection in 
screening programs, and suggests that interven- 
tion in high-risk groups could be feasible in lo- 



cal communities. It is true that clinical practice 
varies in different places, and the entity recog- 
nized varies from mild ADHD with a prevalence 
of 5% or more to severe hyperkinetic disorder 
with a point prevalence around 1.5% (Swanson 
et al. 1998). But this is not necessarily a key 
problem for prevention. The behavior problems 
are distributed continuously in the population 
(Taylor et al. 1991), and diagnostic disagree- 
ments are essentially about the cut-offs that 
should be imposed on this distribution. 

3. Considerable knowledge has been gathered 
about developmental course. There is, for in- 
stance, reasonable consensus that hyperactivity 
is persistent throughout childhood (at least from 
the early social years), and predicts an adverse 
outcome in early adult life for mental health, 
academic qualification, occupational success, 
substance abuse and »accidental« injury (Scha- 
char and Tannock 2002). It is therefore entirely 
possible that early interventions could be cost- 
effective even if they had to be applied to a large 
fraction, or even the whole, of the population. 

4. Effective treatments are available. Stimulant 
medication given during the school years is 
one of the most successful therapies in mental 
health (Santosh and Taylor 2000) and behavioral 
therapies are well established as home- and 
school-based interventions (Herbert 2002). 

5. Knowledge is advancing rapidly about the etiol- 
ogy of the disorder, and many associations are 
now known with factors in the environment that 
could be targeted in prevention (Schachar and 
Tannock 2002). 

These factors are all encouraging to those consider- 
ing developing prevention programs. There are also 
some formidable obstacles in their way: 

1. The problems comprised in ADHD are complex 
and may be heterogeneous. Inattentiveness may 
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have different antecedents from hyperactivity 
(Taylor et al. 1991). There are often coexistent 
problems - especially, oppositional-defiant be- 
haviors and anxiety; together with autism spec- 
trum disorders and, in older children, tics, affec- 
tive disorders, and disorders of conduct. This 
leaves uncertainty about what should most effi- 
ciently be targeted in prevention, and whether 
ADHD itself is a good target or should be sub- 
sumed within generally based programs for 
the improvement of child mental health. 

2. The research on etiology has stressed the power 
of genetic influences and their polygenic nature. 
This has probably discouraged investigators 
from seeking primary prevention by removal 
of the causes, even though there may still be im- 
portant environmental factors and even though 
early interventions can still be appropriate. 

3. The most effective treatments may not be appro- 
priate for use in prevention. Stimulant medica- 
tion is not licensed below the age of 6 years in 
most European countries (though in some coun- 
tries dexamfetamine - unlike methylphenidate - 
is licensed down to the age of 3 years). Even if it 
were licensed, there would be a serious lack of 
evidence base for its safety and efficacy in pre- 
school children, let alone in children young en- 
ough that the initial development of hyperactiv- 
ity might be halted. 

4. ADHD is a controversial topic in most European 
countries. While clinical professionals may 
think that they have a reasonable consensus, 
educational and media professionals do not. Ob- 
jections to the use of the idea come from many 
sources, some of which are deep-rooted in social 
values. Sometimes the fear of genetic determina- 
tion leads the public to reject the idea that a 
common type of behavior could be a genetic 
phenomenon. Sometimes the fear of collapsing 
family values leads the public to think that fail- 
ures of parents are being blamed on individual 
pathology in the child. Sometimes the fear of 
scapegoating children leads the public to wish 
to avoid stigmatizing labels. Of course, all these 
fears misrepresent the views of psychological 
and medical science. But they are likely to be 
practical obstacles to the enactment of any pro- 
gram with the avowed purpose of reducing 
ADHD. 

For all these reasons, prevention programs specifi- 
cally for ADHD have not developed. This chapter 

will consider the scope for developing them. It be- 



gins with the possibility of primary prevention, re- 
viewing what we know of the contribution made 
by avoidable causes in early development. It pro- 
ceeds to issues about early detection: what to detect 
and when and how to do it most efficiently. It then 
goes on to consider the effects of early interventions; 
and to make recommendations about future re- 
search and development. 

22.2 Primary Prevention 



22.2.1 Genetic and Environmental 
Influences 



Genetic influences are known to be strong. A succes- 
sion of comparisons between monozygotic and di- 
zygotic twins has indicated heritabilities in the re- 
gion of 70% to 90% (Thapar 1995). This is a high 
level of genetic influence, but it falls short of demon- 
strating that it amounts to an inherited illness. In 
present knowledge, the genetic effects do not seem 
to be bringing about a specific disorder of ADHD: 
Rather, the genes act across the whole range of hy- 
peractivity in the population, influencing a trait 
rather than an illness. 

The presence of strong genetic influences in no 
way implies that environmental influences do not 
matter, or that primary prevention by manipulating 
the environment is pointless. The environment in 
which children live can be associated in several ways 
with the genetic effects: the child’s environment can 
be shaped by any hyperactivity there may be in the 
parents, and the expression of genes may be differ- 
ent in different environments. Several of the epide- 
miological associations of ADHD are likely to be 
of causal importance. 

In the prenatal environment these associations 
include exposure to maternal alcohol drinking and 
cigarette smoking. Hyperactive behavior is a com- 
mon association of fetal alcohol syndrome, yet the 
presence of this risk factor is all too seldom detected 
even when it is there. Lead exposure, both in utero 
and in childhood is an association of hyperactivity. 
Prenatal exposure to certain drugs, including ben- 
zodiazepines and anticonvulsants, also predict later 
hyperactive behavior. 

Low birth weight can be an index of prenatal ad- 
versity, and there is a known association with Atten- 
tion Deficit Hyperactivity Disorder. A good deal of 
this association, however, is likely to be mediated 
by other factors, such as social adversity, that influ- 
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ence intellectual performance quite generally and 
not just attention. Brain injury at this time usually 
has diffuse rather than specific effects on mental de- 
velopment. The direct role of birth trauma should 
not be exaggerated. It is true that severe brain dam- 
age, usually of a kind causing neurological signs at 
the time, can cause organic syndromes including 
hyperactivity; but this is, happily, uncommon en- 
ough that it does not contribute to many cases of 
ADHD. Minor degrees of obstetric complications 
probably have little direct causative role on hyperac- 
tive behavior unless they occur in children who are 
already at risk because of serious family or social 
disadvantage. 

In the early environment, major disruptions of 
attachment - such as those seen in children in de- 
priving institutions - are a known association of hy- 
peractive behavior and are likely to be a causative 
influence; but no evidence yet links ADHD to 
subtler and commoner degrees of relationship fail- 
ure. But factors in the psychological environment 
can be important in determining the later course 
of children with hyperactivity. 

Factors in children’s diet may exert some influ- 
ence on behavior: probably not a direct toxic effect 
of certain foods (such as additives) on behavior; but 
rather an idiosyncratic reaction of some children to 
certain foods (Committee on Toxicity 2000). The 
most conclusive way of determining children’s reac- 
tions is for them to adopt a few-food diet for an as- 
sessment period, and add in one at a time the foods 
that are likely to be responsible (Carter et al. 1993); 
but this is an expensive and troublesome procedure 
that cannot be recommended for routine use on a 
population basis. 

All of these causes are of rather small effect, 
either because the effect on each individual is small 
(e.g., low-level lead) or because the cause is rare and 
affects a few individuals (e.g., severe neglect). The 
abolition of none of them would by itself make 
much difference to the prevalence of ADHD. 
Further, they are all causes with general effects on 
brain function rather than specifically on ADHD: 
IQ, for example, is often sensitive to the same 
causes. The case for ameliorating all of them is 
strong: Improved pre- and perinatal care, for exam- 
ple, is of great importance but the case does not rest 
primarily on the evidence from ADHD work. 

Some more specific recommendations, however, 
could be taken up by child health services. Environ- 
mental stresses should be asked about in the assess- 
ment of children with ADHD. The detection of fetal 
alcohol exposure, for example, may not give much 



benefit to the individual child; but advice to the 
mother may well prevent another child in the family 
from being affected in the same way. 

High-risk groups can be identified from their 
history. Children at risk, for example, those who 
have survived a very low birth weight, will be candi- 
dates for cognitive and social enrichment programs. 
These may not detectably influence the population 
prevalence of children with ADHD, but they could 
have cost-effective results for the children at risk. 

Recommendations about diet await further sci- 
entific evidence about the nature of the mecha- 
nisms. If, as I suggest, the key process in dietary in- 
fluences is the idiosyncratic reaction of individual 
children to any of a wide range of substances, then 
the major public health consideration is that foods 
designed for young children should have ingredients 
clearly labeled so that parents can be vigilant re- 
garding possibly harmful ingredients. If, on the 
other hand, the main mechanism is a toxic effect 
of substances such as synthetic food dyes, then the 
public health conclusion would be that those sub- 
stances should be banned unless the alternatives 
prove to be more toxic. 

Child health teams - mental and physical - 
should inform themselves of any specific risks in 
their locality: is there, for instance, an industrial 
source of lead pollution? If so, blood lead may well 
be justified as a routine test in clinic practice or even 
- depending on the extent - in routine surveillance. 

22.2.2 Changes in Society 



Many, perhaps most, lay people think that the whole 
child population is becoming steadily less attentive 
and more impulsive over time. In this view, the ef- 
fect of the television as a constant companion to 
the child is detrimental to habits of sustained 
thought and reflection. No attention is required to 
enjoy the sensational and titillating pleasures of 
the box, so attention does not develop. By the same 
token, children are said to become accustomed to, 
and to demand, instant gratification. If they are 
not shown how to wait and control themselves they 
will not learn how to do so. 

These ideas are very popular, and fit with an in- 
creased concern about the development of children 
in societies where both parents, or the only parent, 
work outside the home. They are very relevant to the 
question of prevention, because they would be tar- 
gets for universal prevention programs. But testing 
them rigorously is difficult, partly because the ideas 
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themselves are not rigorously worked out. Is it the 
case that television induces less attention than other 
activities; or that delaying gratification is learned 
better in traditional family structures? We do not 
know the answers. 

Some circumstantial predictions can be tested. 
Is it true that ADHD is increasing over time? Epide- 
miological surveys of prevalence have not indicated 
a rising trend - but most of these are based on rat- 
ings by parents or teachers so may not be relevant. 
If, as suggested, the effect of changing society is on 
the mean levels of inattention and impulse control in 
the population, then it might not be demonstrated 
in ratings that could be subject to an » adaptation 
level« effect. Teachers, for example, might rate each 
child on the basis of an implicit judgment of how far 
they are from current norms rather than by any ab- 
solute standard. Even when more objective measures 
are used, however, there is little evidence of secular 
change. Two studies in the UK surveyed school-age 
children with measures that included behaviorally 
oriented interviews with parents - i.e., interviews 
covering the details of actions shown by the child 
rather than an overall rating of their »abnormality«. 
One was carried out in the early 1980s in London 
(Taylor et al. 1991), the other was a national survey 
some 20 years later (Meltzer et al. 2000); both pro- 
duced point prevalence figures of about 1.5% for hy- 
perkinetic disorder. 

A clearer secular change is in cognitive function 
generally. A steady rise in the abilities measured by 
the IQ tests has been found in many developed 
countries and is well known. Every few years the 
IQ tests have to be restandardized to allow for this. 
This is not a rigorous measure of attention, but does 
suggest that whatever is happening to attention over 
time is at any rate not leading to an inability to cope 
with new intellectual challenges. 

Another argument against societal changes 
being responsible can be applied to many other pu- 
tative causes that affect the population as a whole. It 
comes from the genetic twin studies that have al- 
ready been cited to indicate the strength of genetic 
influences. The remaining environmental influence 
in these researches can be partitioned between that 
which is shared between twins (i.e., those that affect 
all children in a family) and those that are non- 
shared, but affect one twin rather than another. 
Nearly all the environmental influence comes in 
the latter, nonshared category. Society as a whole, 
the absence of fathers, and the availability of compu- 
ters are therefore unlikely to be good targets for pre- 
vention campaigns. 



22.3 Early Detection: 
What to Detect? 



During early development, one can seek both to de- 
tect the early signs of ADHD itself (hyperactivity/ 
impulsiveness, inattention) and the risks for its de- 
velopment (which could be genetic, e.g., alterations 
of DNA structure; cognitive, e.g., poor attention in 
infancy; or social, e.g., neglectful parenting). In 
present knowledge, the strongest continuities be- 
tween early childhood and school age seem to be 
behavioral. 

22.3.1 Genetic Risks 



Two genetic variants - in the dopamine (4) receptor 
and the dopamine transporter molecules - have 
been robustly associated with ADHD by several in- 
dependent groups of researchers. Other genes, in- 
cluding one coding for a synaptosomal protein 
(SNAP-25) and one for the dopamine (5) receptor, 
have had variant forms associated with ADHD by 
more than one research group. Even so, some com- 
petent studies have failed to find their presence: a 
likely explanation is that there is heterogeneity with- 
in the populations investigated. Meta-analysis has 
indicated that some DNA changes are associated 
with ADHD at a very high level of significance; 
but the effect size is small. It is doubtful whether 
any of the molecular genetic variants can account 
for as much as 5% of the variance in hyperactivity. 
Most children with DNA variants do not have 
ADHD; and many children with ADHD do not have 
any of the known DNA variants. 

One of the reasons for gene-hunting is the hope 
that it will be possible one day to identify infants 
who are at such high risk for developing attention 
deficits or hyperactivity that it becomes feasible to 
provide treatment for them. The day has not yet 
come. Indeed, many genetic investigators are in- 
creasingly thinking that no DNA variant will in itself 
be necessary or sufficient, that genetic influences 
will interact with and modify each other, and that 
many different combinations of genes may be in- 
volved in groups of children with ADHD. If this is 
so, then very much more research will be needed 
to reach a working understanding of how the genet- 
ic influences work. More optimistically, however, 
clinicians and educators can hope for the near fu- 
ture: that, even in the absence of a full understand- 
ing, the knowledge of DNA constitution may let 
high-risk groups be screened. 
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The alternative strategy for genetic screening is 
identifying young children whose parents them- 
selves have, or have had, ADHD. The increase of risk 
for those with an affected parent is approximately 
fivefold; however, most of the offspring will not be 
at risk, so the economics of prevention would need 
careful assessment before investing resources. 

22.3.2 Neurobiological Factors 



ADHD is a descriptive and not an explanatory cat- 
egory. It describes children with alterations in atten- 
tive behavior and activity control; it does not auto- 
matically mean a brain etiology except in the un- 
helpful sense that all mental events are dependent 
upon brain activity. It is true that research has indi- 
cated a number of significant neurobiological asso- 
ciations in studies of groups of children with care- 
fully diagnosed ADHD (Schachar and Tannock 
2002). Imaging studies concur that there are asso- 
ciations with reduced brain size, with dispropor- 
tionate volumetric changes (e.g., in frontal and cau- 
date areas), and there is some evidence for reduced 
perfusion of brain areas, including those with struc- 
tural abnormalities, during the performance of »in- 
hibitory« tasks (Rubia et al. 2001). These changes 
are reliable, but quite small, and there is consider- 
able overlap between ADHD subjects and normal 
controls. None of these changes yet gives a clear 
identification of individuals; so they are of slight rel- 
evance to therapeutic questions. Even if they reach 
the stage of good classification of individuals, their 
expense will be a deterrent to population screening. 
Even if they become affordable, there will still be 
possible misidentification. It would be unfortunate 
if scarce therapeutic resources were rationed by 
the markers of brain dysfunction rather than the ac- 
tual problems known to impose impairment. 

22.3.3 Cognitive Changes 



Early cognitive changes are present, and could well 
become grounds for early identification in an objec- 
tive way; however, predictive value so far is rather 
low. They were reviewed by Taylor (1995), and doc- 
umentation for the following conclusions can be 
found there. It has been hard to give a clear develop- 
mental account of the very early stages of develop- 
ment of children who will eventually be identified 
as showing ADHD. Babies are seldom identified as 
inattentive, and the earliest manifestations of brain 



dysfunction may be rather different from what will 
later be a disorder of attention or impulsiveness. 
There may be a discontinuity in activity level be- 
tween the neonatal period and later infancy (Bell 
et al. 1971): the least active babies during the first 
days of life become the most active by the age of 4 
months. Even in the second and third years of life, 
there is rather little information on the development 
of abnormalities of attention and motor impulse 
control. The neuropsychological deficits associated 
with ADHD may be different at different stages of 
life; if so, the recognition of disordered attention 
will require the examiner to focus on different abil- 
ities at different ages. 

The early course of development of attention has 
been charted in normal children. It is clear that even 
in the first days of life babies use plans to sample in- 
formation systematically. There is order in the way 
that neonates scan with their eyes, depending on 
whether they are in the light or the dark and 
whether or not a sound is also present. It is not en- 
tirely necessary to learn what one must examine: 
some strategies of examination are innate. Neonates 
look at moving stimuli with high contrast in prefer- 
ence to those that are still and homogenous. Their 
eyes fixate on the edges of contours; if there are 
no edges in the visual field then their eyes continue 
to search. There is a corresponding set of prefer- 
ences in auditory attention. An intermittent tone 
produces more behavioral quietening than does a 
continuous tone, and an intense tone produces more 
cardiac deceleration than does a quiet one. 

This kind of process is sometimes summarized 
by saying that the neonate’s attention is passively 
captured by qualities of the stimuli. This, however, 
does not take into account the extent to which the 
neonate is actively following strategies and modify- 
ing its dispositions of visual gaze according to the 
circumstances that it encounters. The distribution 
of attention is from the start an active process. 
The active contribution of the baby is also empha- 
sized by the finding that novel stimuli attract gaze 
preferentially over familiar stimuli; for the differ- 
ence between a novel and a familiar stimulus de- 
pends upon the infant’s memory of its previous ex- 
perience. The same phenomenon, of a novel stimu- 
lus creating a greater internal effect than a familiar 
one, can be detected with other means of assessing 
the response of the child. The extent to which the 
stimulus will interrupt an ongoing activity such as 
sucking has been used in some laboratories; the 
autonomic orienting response of changes in heart 
rate, skin resistance, and other peripheral measures 
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is also useful. Physiological measures such as these 
have shown that the enhanced effect of a novel stim- 
ulus cannot be dependent upon experience after 
birth, for it is detectable even during embryonic life. 

A large amount of developmental research has 
therefore focused upon the visual preference for un- 
familiar stimuli. Could this be a means of detecting 
early abnormalities in the development of attention? 
A standardized test has been developed by Fagan 
and Shepherd (1987) but the significance of individ- 
ual differences on this test are not yet entirely clear. 
It may well be an index of infant intelligence rather 
than of specific processes of attention. Even for this 
purpose, much caution is needed in the application 
of the Fagan test (Benasich and Bejar 1992): some 
40% of infants were misclassified into low- or 
high-risk status on the basis of the test, and the 
much higher base rate of low- risk status implies that 
most children identified as high-risk on this basis 
are not in fact at high risk at all. 

The stability of infant tests of attention is also 
quite low. Even when children are tested only a cou- 
ple of weeks apart, the correlations are modest; and 
when tests of habituation are taken, measures per- 
formed on the same children at 3 months and at 8 
months have a correlation of about zero. There is 
an interesting paradox here: these measures of low 
stability are also quite highly predictive. The prefer- 
ence for a novel over a familiar stimulus predicts the 
later IQ quite strongly: indeed it is a better predictor 
of IQ in later childhood than are infant tests of gen- 
eral development. The association is at its strongest 
when the predicting assessments are made between 
2 and 8 months of age - the period in which stability 
in individual differences is very low (McCall and 
Carriger 1993). The implication appears to be - 
not that measures of visual attention are inherently 
unreliable - but that they are determined by differ- 
ent factors at different stages of development. A sim- 
ilar lesson comes from the inspection time litera- 
ture. A short inspection time in a baby predicts high 
IQ later; but, by contrast, the tendency to inspect 
new stimuli briefly is, by the age of about 7 years, 
a problem: it is associated with hyperactivity, and 
accounts for at least some of the cognitive impair- 
ment in hyperactivity. 

During later childhood, there is an increasing 
preference for more complex patterns. This goes 
hand in hand with a decrease in the average time 
which any given stimulus holds the attention. Be- 
cause any one stimulus is inspected for a shorter 
period, it is possible to look at more things in a giv- 
en period and correspondingly to extract more in- 



formation about the world. Visual attention be- 
comes more active and varied; it is correspondingly 
important that the distribution of attention is gov- 
erned by efficient rules. The possibilities for ex- 
ploration are dramatically increased with the ability 
to link auditory and visual information together and 
especially with the ability to explore manually and 
therefore to learn the properties of the outside world 
by experiment. 

The importance of knowledge and theory in 
guiding the distribution of attention increases dur- 
ing later childhood. Stimuli previously associated 
with reward come to evoke longer gazes than do 
novel stimuli. Ruff and Lawson (1990a,b) made 
longitudinal descriptions of children’s orienting be- 
havior. Children’s focused attention (involving in- 
tent facial expression and manipulation) increases 
from one to 5 years. Casual attention - the mere ten- 
dency to look at toys - did not increase over this 
period. However, the focused attention nearly al- 
ways followed a period of casual attention. They 
suggested that a first, casual exploration of the world 
set in motion a set of ideas and the full deployment 
of active and focused orientation followed upon that. 
This is a readily observed behavior that could well 
become a basis for early screening. 

Wright and Vlietstra (1975) reviewed a wide 
range of observational studies about the direction 
of attention during childhood. They concluded that 
there was a developmental line in which an early 
form of perceptual exploration of the most salient 
and novel aspects of the world gradually gave rise 
to an active, logically organized search. Older chil- 
dren are more capable than younger ones at adapt- 
ing their strategy to the changing demands of a task. 
Older children will explore more dimensions of an 
object (e.g., shape, texture, size) if they are not given 
any information about which is relevant; on the 
other hand, if the important and relevant dimension 
of the stimulus is made clear in advance then older 
children will explore that dimension only and will 
therefore orient themselves to fewer stimulus di- 
mensions than a younger child. Their strategy of ex- 
ploration has been more successfully adapted to the 
changing demands of the task. 

In short, we should not necessarily be expecting 
to find isomorphic continuity of attention from early 
to later childhood. Better longitudinal evidence is 
needed on the early antecedents of attention prob- 
lems before cognitive testing becomes a realistic 
contender as a detector of early risk. Inhibition of 
prepotent responses looks like a stronger associate 
of »attention deficit« than does inattentiveness. By 
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the age of 3, hard-to-manage preschoolers can al- 
ready be distinguished from their more normal 
peers on the basis of poor performance on tests 
where a correct response requires the child not to 
make the obvious and immediate response but to 
pause, or detour round an obstacle in order to reach 
the goal. Tests such as these could indeed become 
the basis of identifying high-risk groups in the fu- 
ture. At present it is not clear how they will perform 
in terms of sensitivity and specificity. It is not en- 
ough to show that they discriminate significantly 
between groups: they have to be good enough to 
classify individual children with reasonable accu- 
racy. This is not yet achieved, and there is much 
overlap between groups. 



22.3.4 Behavioral Measures 



Behavioral measures in early childhood are more 

promising. 

1. If the presence of overactive-impulsive behavior 
is detected, then it is very probable that opposi- 
tional behaviors will also be present, and not un- 
likely that other problems will coexist. We do 
not know which of them will carry the major 
hazard for development, so broad-spectrum in- 
terventions are likely to be called for. It does, 
however, seem - for example, from preschool 
surveys in the New Forest (Sonuga-Barke et al. 
2001) - that parental interviews focusing on im- 
pulsiveness and restlessness identify groups of 
children at considerably enhanced risk for be- 
havior problems in later childhood. This sug- 
gests that hyperactive behavior should be a part 
of a screen for high-risk groups. 

2. If inattentiveness is present without overactiv- 
ity/impulsiveness, then there is much less of 
an evidence base to guide practice. In older chil- 
dren - from, say, the age of 7 - there is reason- 
able knowledge (Warner- Rogers et al. 2000). 
»Pure inattentiveness« is more closely linked 
even than hyperactivity to motor clumsiness, 
language delays, and educational failure. Their 
scores on attention tests are indeed less accom- 
plished than those of normal controls; but this 
deficit can be accounted for by overall ability 
measured by IQ - or, to put it another way, their 
attention problems are pervasive enough to im- 
pair other aspects of cognitive development. 
They are at educational risk, but not at the same 
risk of conduct disorders as the hyperactive. 



If one applies this conclusion to the first 3 years 
of life, then one might argue that pure deficits of 
attention at that time would require a different 
kind of goal for intervention. It could well do 
children a disservice if a unitary concept of 
»ADHD« led to the same sort of help being of- 
fered to both. 

3. Self-regulation of affectivity is another compo- 
nent of ADHD, though not included in the diag- 
nostic criteria. Intensity and volatility of mood 
are so often described that they seem clinically 
to be part of a single symptom complex. Re- 
search could well focus on the nature of prob- 
lems in this domain that should enter into early 
detection. 



22.4 When to Detect 



Infants vary greatly in their activity levels, but indi- 
vidual differences are not very strongly predictive: 
in one study there was actually a negative correla- 
tion between activity at the age of 3 days and at 
2.5 years (Bell et al. 1971). Detection at this age is 
likely to be of risk factors rather than the early signs 
of disorder. 

In the preschool period, overactivity is a very 
common complaint made by parents. This is the 
period during which the problem typically becomes 
established; retrospective accounts show that the 
more severe and pervasive forms of hyperactivity 
are often apparent by the age of 2 years and nearly 
always noted by the fifth birthday. It is often hard to 
evaluate because activity is very high in normal chil- 
dren, there are few demands upon sustained concen- 
tration, and so it is difficult to determine whether 
the complaint is a valid comment on a deviation 
of development or whether it reflects a parent’s re- 
duced tolerance of a developmentally unremarkable 
level of demandingness. Sometimes »hyperactivity« 
is used by caretakers to refer to quite different prob- 
lems from those in this chapter - such as sleepless- 
ness and oppositionality. 

Nevertheless, the complaint of overactivity at 3 
years is a predictor of the presence of behavior prob- 
lems, including conduct disorder, in later childhood. 
After the age of 3 the normal course of development 
involves a reduction of the general level of activity 
in some settings but not others. Many children will 
develop impulse control and attentiveness after the 
age of 3. The possible advantages of early interven- 
tion at or before the age of 3 would therefore need to 
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be set against the numbers of screened-positive chil- 
dren who will grow out of their problems without 
intervention. 

Starting at school makes prolonged attention 
more necessary. Some children - especially the most 
intelligent - cope with this transition well and meet 
all the requirements even if they are still distress- 
ingly uncontrolled at home. The persistence of un- 
modulated and inattentive behavior beyond this 
age becomes more and more of a problem as school- 
ing proceeds. It carries risks for failing to learn, and 
other children are antagonized and begin to with- 
draw from them. One major outcome is the develop- 
ment of aggressive and antisocial behavior and de- 
linquency (Farrington et al. 1990). Affected children 
also tend to remain inattentive and impulsive, be- 
come isolated and unpopular among their peers, 
and do not achieve academically as they should 
(Hinshaw 1994). Conduct disorder, once it has de- 
veloped, is expensive and difficult to treat; so detec- 
tion of hyperactivity early in the school career 
should be cost-effective. 

22.5 How to Detect 



22.5.1 Rating Scales 



A wide variety of parent and teacher rating scales is 
available. In general, instruments developed for the 
specific purpose of assessing ADHD are more accu- 
rate than general-purpose psychopathological in- 
struments. The sensitivity and specificity of such in- 
struments often appear to be very good; yet even 
then the classification obtained can be inadequate. 
Measures such as Conners’ rating scales show an ef- 
fect size for children with ADHD, compared to nor- 
mal controls, of around three standard deviations; 
and this level of discrimination could well corre- 
spond roughly to 80% levels of sensitivity and spec- 
ificity, or even better. 

While this sounds very impressive, it is still such 
a broad screen that interventions will have to be 
done on many children in order to prevent a case 
of ADHD. The difference in base rates implies that 
nonhyperactive children, although they show a 
much lower rate of hyperactivity as detected by rat- 
ing scales, will still be wrongly identified as ADHD 
so often that they will outnumber the true cases. 
(The 20% wrongly identified come from 95% of 
the children, so the resulting 18% false positives 
outweigh the 4% of cases correctly detected and 



add greatly to the cost of a prevention program.) 
Causes of false positives include raters without suf- 
ficient appreciation of the developmental norms for 
that age, raters who bring qualities of their relation- 
ship with the child to bear on making their rating of 
behavior, and contrast effects in which children are 
implicitly rated against other members of the family, 
or other members of the subculture. 

22.5.2 Interviews 



Detailed clinical interview with the parent (or other 
caregiver) is the most valuable single measure. In 
this context it is possible to go, beyond the request 
for a rating of whether a child’s impulsiveness is ab- 
normal, to the descriptions of the behavior on which 
that description is based. The interviewer can then 
apply a clinically informed judgment as to whether 
that level of behavior is in fact abnormal for the 
child. This is a more expensive process than a rating 
scale, but greater accuracy of discrimination could 
be enough to make intervention cost-effective. 

22.5.3 Observation 



Observations of the child's behavior are especially 
valuable in younger children. It may be possible to 
witness directly the overactivity, the disinclination 
to wait and the choice of immediate rather than de- 
layed gratification. These can often be seen directly 
in younger children, for example by setting up a 
waiting situation in which the children will have a 
larger reward if they refrain from grabbing an im- 
mediate one. By the time of school entry, however, 
much of this overt behavior will be modified - at 
least in the artificial circumstances of clinic assess- 
ment. The novelty of the situation, the focused adult 
attention and the structured nature of the situation 
all militate against hyperactivity being readily ob- 
servable. The diagnosis should therefore not be dis- 
missed for the sole reason that the child appears well 
controlled during assessment. Nevertheless, when 
abnormality is seen, then direct observation is in- 
valuable for detecting its pattern, its antecedents, 
and its consequences. 

22.6 Interventions 



The evidence base for choosing treatments in chil- 
dren of school age is extensive (Jadad et al. 1999). 
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The best evidence relates to stimulant medication. 
There is no doubt that it is more effective than a pla- 
cebo, and comparisons of effect size have suggested 
that it is more potent than behavioral therapy in re- 
ducing the symptoms of ADHD (Santosh and Taylor 
2000 ). 

There is also evidence for the effectiveness of 
some psychological approaches. Cognitive therapy 
directly with children has not yet worked well 
(Abikoff and Gittelman 1985) but behavioral modi- 
fication delivered by parents or teachers is an effec- 
tive and widely used treatment (Barkley 1990). 

A large-scale trial has made a systematic com- 
parison of medication management, behaviorally 
oriented therapy, the combination of both these 
treatments, and a control group who received rou- 
tine intervention in the community (MTA Coopera- 
tive Group 1999). For most kinds of outcome, med- 
ication was more effective than either behavior ther- 
apy or community treatment; and the combination 
of medication and behavior therapy added little to 
medication alone - provided that the medication 
was given with the intensive monitoring of the re- 
search program. 

The application of these findings to high-risk 
groups would need careful examination. Interven- 
tions with hazards are unattractive when applied 
preventively to children who do not (yet) have any 
impairment from their symptoms. The treatment 
could indeed be considered for those who have al- 
ready reached school age and been screened posi- 
tive as described above - though awkward issues 
about consent would be raised, communities might 
well not tolerate it, and the need for physician super- 
vision will mean that the therapy can never be 
cheap. 

By contrast, there has been little systematic re- 
search about treatment in younger children. The 
few studies of the stimulants in this age group sug- 
gest that they can indeed reduce impulsiveness and 
improve general social adjustment more effectively 
than a placebo. They may also improve the quality 
of mother-child relationships. To set against this, 
there are some indications that adverse effects such 
as mood changes and lack of spontaneity do occur, 
and may be more common than in school-aged chil- 
dren. Furthermore, we simply do not know about 
the longer-term brain changes that could be induced 
by stimulant medication in the first 3 years. Much 
more research knowledge would be required about 
the treatment of established cases in the preschool 
period before one could responsibly plan for the 
treatment of those who are merely at-risk. 



There is a much larger literature about programs 
designed for young children to prevent antisocial 
behavior; they are reviewed by Offord and Bennett 
(2002). Programs typically involve psychological in- 
terventions including parent training, academic tu- 
toring, and social skills training for the children. 
Some of them are encouraging, at least for high-risk 
groups during elementary school years, but not yet 
well enough evaluated to convince many of those 
who fund services. The cost-effectiveness of univer- 
sal interventions (such as television programs en- 
couraging good child rearing) is even less clear. 
These programs have not included interventions 
specifically targeting inattention or hyperactivity, 
so are only relevant to this chapter in that they en- 
courage the idea that psychological prevention is 
possible. 

Recently there has been a beginning of random- 
ized controlled trials of psychological therapies for 
hyperactivity in the preschool period. The most 
promising intervention is parent training. Sonuga- 
Barke et al. (2001) made a comparison between this, 
a program of parent counseling and support, and a 
waiting list control. Parent training was more effec- 
tive than the other interventions in reducing the 
symptoms of ADHD and of oppositional defiant dis- 
order; and it also increased the mother’s sense of 
general well being. The gains in the parent training 
group were not entirely transient: they were still 
present at a 15 -week follow up. The investigators 
in another trial compared behavioral family inter- 
vention (in both standard and enhanced forms) with 
a waiting list control and again found that the ex- 
perimental groups showed reduced levels of behav- 
ior problems and greater competence shown by the 
parents (Bor et al. 2002). In this study also, gains 
were maintained at follow up, and this time the fol- 
low-up period was for 1 year. 

There are plainly many questions left unan- 
swered. What are the most effective and cost-effec- 
tive components of the interventions? What are 
the effects upon other important aspects of a young 
child’s life, such as the ability to cope with the envi- 
ronment of school and to initiate and maintain satis- 
fying peer relationships? Can the benefits be ob- 
tained in ordinary clinical practice rather than the 
favored circumstances of a clinical trial? Research 
to answer these questions should be undertaken be- 
cause of the real promise that current knowledge 
could deliver effective schemes of early detection 
and treatment. 
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22.7 Outstanding Problems 



The argument of the chapter so far has been for a 
rather limited role of primary prevention, but a 
strong potential place for behavioral interventions, 
based at home, in the second to fourth year of life; 
and/or at both home and school to be timed soon 
after entry into the kind of schooling that requires 
attention and impulse control (typically, around 
age 7 in many school systems). 

This leaves a number of objections unconsid- 
ered, and problems unresolved. 



22.7.1 Is Prevention Needed at All? 



A counter-argument would point out that many chil- 
dren with ADHD are already referred for treatment 
in primary or specialist health care. Why should this 
not just continue? It has the advantages that power- 
ful therapies can be given because the young people 
already have evident impairment; and that one does 
not waste resources on treating at-risk children 
whose difficulties will settle down eventually in 
the natural course of events. 

This is an important economic issue, and de- 
serves a randomized trial of routine therapy against 
prevention (with routine therapy if still needed), 
using health economic measures as one of the out- 
comes. 

The argument assumes that the right children 
are referred and treated. The issue of »who are the 
‘right’ children to be referred?« is a deep one, but 
need not be considered deeply here. From the per- 
spective of this chapter, the right children to be re- 
ferred are those who: (a) will, if untreated, have an 
adverse outcome, and (b) will, if treated, benefit 
from treatment. By this definition, referral practices 
are imperfect. For example, girls are under-repre- 
sented in the community by about 2: or 3:1; but in 
clinics by more than 8:1 (Heptinstall and Taylor 
2002). Yet they seem to be no less at risk, and no less 
likely to respond to therapy. They are probably un- 
der-referred. As another example, Sayal et al. (2002) 
followed a group of children (found by screening to 
have high hyperactivity scores) through their con- 
tacts with a health system. Parents’ perception that 
there was a problem was governed more by whether 
the family was suffering financial loss than by their 
ratings of symptoms. Physician’s recognition that 
there was a problem was governed more by parental 
pressure for referral than by severity of symptoms. 



Yet severity of symptoms will predict better both a 
poor, untreated outcome and a large change with 
medication. 

The implication is that the cost-effectiveness of 
screening by symptoms, rather than awaiting refer- 
ral because of adult distress, could be high. 



22.7.2 Should Interventions 

Be Universal Rather Than 
in High-Risk Groups? 



It is often difficult for universal interventions - i.e., 
those applied to all children of a certain age - to 
prove their effect. To take a crude example: - If 
the risk of ADHD is 5%, then an intervention pro- 
ducing a halving of that rate will have to be given 
to 40 unselected children if it is to prevent 1 case; 
but only to 4 children for the same effect if applied 
to a high-risk group in which half the children would 
develop ADHD. Therefore, a universal intervention 
must be 10 times cheaper to be able to compete with 
one given to a well-selected high-risk group. 

Some universal programs could well be worth 
evaluating. Television courses to encourage under- 
standing about how to react to hyperactive children 
have much intuitive appeal. As a speculation, effec- 
tive attention training programs might become 
available on the Internet. But any of these would 
need a substantial research investment before they 
could be recommended. 

The advantages of a high-risk approach include 
the possibility of enhancing the accessibility and ap- 
peal of a program to burdened and vulnerable fam- 
ilies. They may find themselves stigmatized in com- 
munity-based groups, or marginalized by lack of tel- 
ephone or internet access. In one trial of behavior 
therapy for preventing behavior problems in chil- 
dren with severe learning disabilities, immigrant 
families from Africa were less likely than others to 
attend group sessions but equally likely to profit 
from individual therapy (Chadwick et al. 2001). 



22.7.3 Could Interventions Do Harm? 



The safety of medication for children less than 4 
years old is - as considered above - unknown. This 
does not seem to have deterred many USA physi- 
cians from using it in this age group, but it would 
need much more understanding before it could be 
the basis of intervention. The monoamines that 
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are influenced by the drugs determine the growth of 
the brain as well as synaptic transmission. Concei- 
vably there is scope for long-term benefit by giving 
drugs at this time - but if so there is also scope for 
long-term harm. Much more information is needed, 
and a good start would simply be an adequately 
sized trial of stimulant against placebo in children 
under 4 who show established ADHD. 

Less obviously, psychological interventions 
might do harm. On the face of it, parent training 
is a benign intervention; but it could have unex- 
pected effects. Educators often dislike the idea of 
stigmatizing children with a label. On the whole, 
the evidence does not support this in any simple 
sense. Labeling is a powerful force both for good 
or ill: much depends on how it is done. We need 
trials of screening in which subjects are randomized 
to being informed of the results or not. 

22.8 Conclusions 



The treatment of established ADHD in schoolchil- 
dren is well developed - though more knowledge 
about factors mediating course would be helpful to 
guide a fuller understanding of how best to inter- 
vene for the longer term. The treatment of referred 
cases, and the education of referrers in recognition, 
can be important in tertiary prevention, to reduce 
the complications of ADHD. 

The early detection of symptoms, and initiation 
of treatment before impairment has developed, has a 
strong rationale from developmental studies. Re- 
search is needed about the acceptability, cost, haz- 
ards, and effectiveness of early intervention. There 
is enough encouraging knowledge, for instance 
about the value of behavioral approaches in high- 
risk children before they enter school, to justify 
the research being supported. 

The scope for primary prevention is at present 
limited because the etiology seems to involve a mul- 
tiplicity of risks, each of small effect. Basic knowl- 
edge about causes, however, is advancing rapidly 
and the scope for useful applications of the knowl- 
edge should be kept under continuing review. 
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23.1 Introduction 

International appreciation of the tremendous bur- 
den placed on individuals, families, and societies 
as a result of mental disorders increased greatly in 
the last decade. This appreciation extends to the 
heavy burden that pediatric emotional disorders 
comprise as well. Unfortunately, specialty mental 
health services will never be adequate to address 
the pandemic of pediatric mental disorders even 
in countries with the greatest healthcare resources. 
This is in large part because of the global shortage 
of pediatric mental health clinicians (Mechanic 
1996; Deva 1981). In addition, many if not most cul- 
tures do not have a history of using specialty mental 
health services. Such services may be associated 
with negative stereotypes and stigma. In addition, 
mental health care may be paid almost completely 
out of pocket (Maingay 2002). 

In response, many countries focused their men- 
tal health delivery prevention and intervention ef- 



forts on primary care settings (Murthy 1998). 
Eighty-nine percent of the world’s countries provide 
mental health services in primary care settings and 
more than half train primary care workers in mental 
health evaluation and treatment (Jenkins 2002). This 
is especially important for children and adolescents 
since youths are even less likely than adults to re- 
ceive specialty services. In this Chapter, we (a) de- 
fine primary care, (b) present information on the 
burden of pediatric emotional and behavioral disor- 
ders in primary care settings for children and ado- 
lescents, (c) consider current evaluation and diag- 
nostic practices in primary care settings for children 
and adolescents, (d) report on existing treatments 
and interventions, and (e) discuss changes in assess- 
ment, treatment, and delivery systems likely to im- 
prove outcomes of children with emotional and be- 
havioral disorders and their families in primary care 
settings. 

Because of space limitations, we aim to demon- 
strate the range of issues rather than provide a com- 
prehensive review of this broad topic. In addition, 
we do not address the complex issues of primary 
care medical services for severely mentally ill youth, 
the unique issues of alcohol and drug services to 
youth in primary care settings, the large volume of 
mental health services delivered in emergency 
rooms or other acute medical settings that do not 
make up the primary care system, nor the special is- 
sues of youth with developmental and cognitive dis- 
abilities. Instead, we focus on the delivery of mental 
health services to school-age children suffering from 
emotional and behavioral disorders and their fami- 
lies in primary care settings that are the points of ac- 
cess to the health system for young children and 
adolescents. Complicating this discussion further 
are the many terms used to refer to pediatric condi- 
tions of emotions and behaviors in the primary care 
research literature. These terms include psychoso- 
cial problems, mental disorders, psychiatric disor- 
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ders, and emotional and behavioral disorders 
among others. We resort to the last for consistency- 
in this manuscript. 



23.2 Defining Primary Care 



Primary care settings are those locations, institu- 
tions, and providers offering first contact care for 
personal health services that are community-based, 
comprehensive, and longitudinal (Donaldson 1996). 
They are distinguished from specialty providers in 
the comprehensiveness of the services offered and 
from urgent care or emergency services by the long- 
itudinal and coordinated nature of services that they 
provide (Rowan 2002). Primary care clinicians have 
established relationships with the communities they 
serve. 

Greater density and availability of primary care 
services are associated with improved health care 
access, decreased hospital use for certain conditions, 
better population health indicators and longevity 
(Macinko 2003). Countries with higher investment 
in primary care services as compared to specialty 
services have lower morbidity and mortality than 
countries with higher proportionate levels of invest- 
ment in specialty care services (Starfield 2002). Pri- 
mary care services are more patient and family-fo- 
cused than corresponding specialty services and 
provide greater efficiency for most conditions than 
similar patients treated in specialty settings (Shi 
1999; Starfield 2002). In short, primary care services 
are known to have a salutary effect on population 
health status and are efficient. 

Because primary care services are in part a re- 
flection of their community, they are extremely di- 
verse. In some countries, primary care health ser- 
vices employ comprehensive health records, are 
linked to public health systems, use standardized in- 
struments, and conduct longitudinal research 
(Holm 1999; Galan 1995). At the other extreme, pri- 
mary care services may be staffed by poorly trained 
village health workers with inadequate supplies and 
resources (Abas 2003; Abiodun 1990). These dispar- 
ate situations are linked by being the initial point of 
contact and the place of medical care coordination 
for their respective populations. Between these two 
extremes are an almost infinite variation in levels 
of resource investment, linkage between public 
health systems and primary care, and primary care 
coordination across sites. The variation in availabil- 
ity of specialty mental health services, training in 



emotional and behavioral disorders, and demand 
for such services is tremendous from place to place. 

Because of the integration of primary care clin- 
icians within their community, they are ideally posi- 
tioned to address chronic conditions like emotional 
and behavioral disorders in childhood and adoles- 
cence both because of their knowledge of the family 
and patient as well as their access to health and hu- 
man services in the community (The National Aca- 
demies Press 1996). In addition, primary care clin- 
icians and services are likely to be less stigmatizing 
than visits to mental health centers and oft-times pri- 
mary care clinicians are considered an integral part 
of the community. In surveys of patients, many prefer 
to be seen in primary care sites for pediatric emo- 
tional and behavioral disorders as compared to men- 
tal health specialty clinics (Flisher 1997; Roeloffs 
2003). 

For disenfranchised patients unlikely to use spe- 
cialty patient services, they are a particularly impor- 
tant source of services. For example, several authors 
in the USA and Europe note that minority and im- 
migrant children are more likely to use primary care 
services for emotional and behavioral disorders 
than specialty mental health services when com- 
pared to majority populations (Cooper-Patrick 
1999). This accessibility and preference, especially 
among the disenfranchised has encouraged the de- 
velopment of mental health services within primary 
care settings in many parts of the world. 

23.3 Burden of Emotional 

and Behavioral Disorders 
in Primary Care 



Emotional and behavioral disorders impose an enor- 
mous burden not only on affected children and their 
families but also on the general health care system 
because they are common, disabling, and associated 
with increased health care utilization. Emotional and 
behavioral disorders are the most common chronic 
illnesses confronting primary care clinicians in gen- 
eral medical settings for children and adolescents in 
developed countries and among the most common in 
developing countries. Estimates of frank mental dis- 
orders in medical settings consistently range from 
15% to 30% in pediatric samples from the USA, 
UK, and western European countries with high levels 
of persistence over time (Briggs-Gowan 2003). Some 
of this variability is due to the diversity of methods 
employed in assessment ranging from behavioral 
checklists to diagnostic interviews. In addition, these 
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estimates include various levels of impairment. How- 
ever, this consistent range spans studies and conti- 
nents. In almost all sites, rates of behavioral and emo- 
tional disorders are especially high in youth with 
chronic illness of various types. Children and adoles- 
cents with chronic medical and surgical conditions 
are one and a half to two times as likely to have emo- 
tional and behavioral disorders when compared to 
those without any chronic medical problems (Mathet 
2003; Ortega 2002; Vila 1999; Cadman 1987). More- 
over, the risk is multiplicative among those with sev- 
eral medical problems. 

Information from developing countries is less 
clear with very few studies conducted among chil- 
dren and adolescents. However, adult epidemiology 
studies in primary care studies suggest near univer- 
sal rates of mental health problems in primary care 
attenders. For example, 46% of patients presenting 
to primary care settings in urban India and 33% 
of primary care presenters in South India screen 
positive for mental disorders (Patel 1998). Similarly, 
46% of primary care patients in Taiwan screened 
positive for mental disorders with 38% meeting cri- 
teria after further review (Liu 2002). In Zimbabwe, 
16% of patients originally screened negative were 
positive for mental disorders after 12 months (Todd 
1999). These numbers are almost identical to, or 
higher than, studies of primary care mental disorder 
prevalence rates in the USA and Canada (Katz 1995). 
There is no reason to suspect that children would be 
much different. In each case, extreme deprivation 
and poverty are associated with common mental 
disorders (Patel 1998). 

The prevalence of specific emotional and behav- 
ioral disorders in primary care is thought to be re- 
flective of their prevalence in community settings. 
There are some investigators who have employed di- 
agnostic instruments in primary care settings to ex- 
amine this question. Disorder prevalence estimates 
are largely dependent on age, gender, and respon- 
dent (Wasserman 1999). There is considerable psy- 
chiatric comorbidity among children with emo- 
tional and behavioral disorders. For example, al- 
most 50% of pediatric patients with Attention Defi- 
cit Hyperactivity Disorder (ADHD) present with 
significant symptoms of internalizing disorders. 
Similarly, approximately 40% of youth with affective 
or anxiety conditions present with significant symp- 
toms of externalizing disorders (Wren 2003). These 
conditions cause significant impairment, and many 
of those with symptoms not meeting disorder crite- 
ria suffer sufficiently to impair their school or fam- 
ily functioning (Angold 1999). 



In addition to being common, emotional and 
behavioral problems may be increasing or at least 
recognized more often. Higher rates of detection 
of primary care mental disorders have been noted 
in the USA (Kelleher 2000). Rates of psychosocial di- 
agnoses among children in primary care settings 
doubled in the past 20 years (Kelleher 2000). Almost 
every category of problem increased, with the great- 
est proportional change in emotional disorders like 
depression and anxiety problems and the greatest 
absolute change in attentional and hyperactivity 
problems. The only condition not to see an increase 
in this time was mental retardation. 

The various emotional and behavioral disorders 
among children and adolescents are associated with 
greater use of the healthcare system and especially 
primary care services (Miranda 1994). Use of pri- 
mary care is increased among those with emotional 
and behavioral disorders but affected youth also 
have higher use of diagnostic services, medications, 
and treatments of all types. For example, youth with 
ADHD have higher costs for nonmental health ser- 
vices than youth without ADHD along with much 
greater use of mental health specialty services (Kel- 
leher 2001). When present with other chronic ill- 
nesses, emotional and behavioral disorders are as- 
sociated with medical costs higher than those with 
chronic illness alone (Lin 2000). While the associa- 
tion of increased use of healthcare with emotional 
and behavioral disorders is unmistakable, the mech- 
anism or mechanisms that induce increased health- 
care demand among youth with emotional and be- 
havioral disorders are unknown. Recently, it has be- 
come clear that emotional and behavioral disorders 
among youth also increase health care use of other 
family members as well (Lave 2002). 

Emotional and behavioral disorders are also as- 
sociated with increased visits for unexplained symp- 
toms or »functional complaints« as some have la- 
beled them (Campo 2002). These visits result in 
low yield medical testing and assessment while in- 
creasing the frustration and concerns of health care 
workers. Fritz and colleagues (1986-1987) noted 
that primary care clinicians caring for children in 
the USA found emotional and behavioral disorders 
to be the most frustrating and challenging of com- 
monly treated conditions they dealt with on a rou- 
tine basis. Staff time and energy were disproportio- 
nately devoted to dealing with parents and affected 
families, and clinicians perceived few options for ef- 
fectively treating pediatric emotional and behavior- 
al disorders. 
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23.4 Assessment and Evaluation 
of Emotional 
and Behavioral Disorders 
in Primary Care 

Current primary care assessment practices are little 
understood although a fair amount is known about 
their effectiveness, at least in the USA. Primary care 
clinicians report rarely using routine screening in- 
struments or specific diagnostic criterion in their 
assessment of children (Gardner 2003). When eval- 
uating children for emotional or behavioral disor- 
ders, they do not routinely use information from 
schools or outside settings and are quite variable 
in their approach to interviewing both parent and 
child in making assessments. The wide variability 
in assessment and diagnostic practices is indepen- 
dent of clinician factors like age, gender, and physi- 
cian attitudes towards mental health treatment. 

In spite of this unstandardized approach, pri- 
mary care clinicians report increasing number of 
visits due to emotional and behavioral disorders 
for children (Kelleher 2000). Although only 3% of 
children and adolescents present in primary care 
settings with complaints about emotional or behav- 
ioral disorders, many others are symptomatic, and 
rates of mental health reasons for visits, diagnoses 
and prescriptions for emotional and behavioral dis- 
orders are increasing across the USA and Europe 
(Garralda 2001). Psychotropic drug prescriptions 
are proffered to 3.9 per 100 children in the USA (Olf- 
son 2002). This is up from 1.4 per 100 or 1.5% of all 
visits only 10 years ago (Kelleher 1989). When asked 
specifically about the presence of behavioral and 
emotional symptoms and impairment sufficient to 
warrant medical attention, primary care clinicians 
identify a growing number of visits with emotional 
and behavioral disorders. In 1979, such visits ac- 
counted for less than 9% of pediatric visits in a sam- 
ple of 30,000 primary care visits (Kelleher 1989). By 
1996, more than 18% of all visits involved a signifi- 
cant emotional and behavioral problem requiring 
intervention or monitoring (Goldberg 1984). Others 
note similar numbers in the UK but suggest that 
when considering the overlay of psychosocial issues 
on treatment for chronic illness and the importance 
of visits involving maternal depression or other fam- 
ily psychopathology, up to 65% of all visits to gen- 
eral health care settings are related to psychosocial 
issues (Rushton 2002; Bailey 1978). 

Some emotional and behavioral disorders are 
more often detected by primary care clinicians than 
others. In total, primary care clinicians identify be- 



tween 50% and 65% of parent-reported significant 
emotional and behavioral symptoms noted on be- 
havioral checklists or diagnostic instruments (Kelle- 
her 1997). Most commonly identified are externaliz- 
ing problems such as conduct disorders and opposi- 
tional-defiant disorder. Less often identified are 
those with internalizing disorder such as depression 
or anxiety. Certain youth are also less likely to be 
identified after controlling for the level of parent-re- 
ported symptoms. In particular, girls and younger 
children with significant levels of emotional and be- 
havioral symptoms are less frequently recognized by 
primary care clinicians than boys and older children 
respectively. Minority youth are also less likely to be 
recognized by primary care clinicians after control- 
ling for parent education and levels of symptoms 
(Kelleher 1999). For all children and adolescents, 
more severe cases are likely to be identified. 

The growing appreciation for the pandemic of 
child and adolescent psychosocial problems in pri- 
mary care settings has led to calls for routine screen- 
ing of all children in medical clinics (Mathet 2003; 
Jellinek 1999). These calls note the availability of 
low-cost, paper and pencil screening tests along 
with the high prevalence rates of emotional and be- 
havioral disorders. Some of these screening instru- 
ments have been translated into several languages, 
and some are available in the public domain. 

Unfortunately, screening instruments are costly 
to print, store, administer, score, and transcribe. Va- 
lenstein (2001) notes that staff costs for depression 
screening alone in the USA would exceed US$ 6 
per visit because of the time involved in administra- 
tion, scoring, and transcribing, although these costs 
would obviously be lower where labor is cheaper. 
Moreover, simple screening instruments could over- 
whelm already stressed mental health services with 
real cases and many false positives. In addition, the 
extremely limited access to specialty mental health 
services referrals from primary care services makes 
the identification of mental disorders in primary 
care problematic (Walders 2003). It is unclear what 
the appropriate strategies might be given the high 
cost of screening for mental health problems in such 
settings and the lack of available treatment services. 
Nevertheless, as screening instruments get better 
and effective treatment strategies emerge, institu- 
tions with sufficient resources will be called upon 
to conduct routine assessments. 

In general, screening instruments to identify new 
cases fall into those that are general behavioral 
checklists [e.g., the Child Behavior Checklist (CBCL; 
http://www.aseba.org) or the Pediatric Symptom 
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Checklist (http://psc.partners.org)], or condition 
specific instruments [e.g., the Child Depression In- 
ventory (http://assessments-stage.ncspearson.com/ 
assessments/tests/cdi), or the Connors Scale for 
ADHD (http://www.ncbi.nlm.nih.gov)]. The CBCL 
is one of the most widely used psychopathology in- 
strument in the world and has norms for diverse 
groups. However, at 128 items it is extremely long 
for primary care settings, requires computer scoring 
capacity and can be expensive. Shorter instruments 
like the Pediatric Symptom Checklist have been bet- 
ter received and are now used in some large prepaid 
health systems in the USA and some individual prac- 
tices. Condition-specific instruments like the Con- 
ners Scale are not used for screening but may be used 
for confirming symptoms or monitoring treatment 
in some primary care settings. 

Regardless of which of these might be used, 
further evaluation is essential to adequately diag- 
nose child psychopathology in primary care set- 
tings. Pediatricians and family practitioners employ 
some measures to validate diagnoses like ADHD, but 
in general, report that they do not use standardized 
instruments nor do they use diagnostic standards 
like the International Classification of Diseases of 
the World Health Organization or the Diagnostic 
and Statistical Manual of the American Psychiatric 
Association (Gardner 2003). They instead rely on 
their interview with parents and observations of 
the child and adolescents in the clinic. Similarly, 
early evidence from the Multimodal Treatment of 
ADHD study (Arnold 2003; The MTA Cooperative 
Group 1999) suggests that ongoing assessment and 
monitoring of cases in any standardized way is in- 
frequent in routine care. They noted that the com- 
munity comparison group received fewer monitor- 
ing visits and few titration trials or increases in 
doses, in spite of recommendations. This led to low- 
er overall dosages for the community comparison 
group in their study. It appears that whenever pri- 
mary care practice has been examined, it does not 
often involve routine use of standardized instru- 
ments, information from multiple sources like 
schools, or regular monitoring over time. 



23.5 Treatment and Interventions 
for Emotional 
and Behavioral Disorders 
in Primary Care 



The management of pediatric mental disorders in 
primary care settings is a complex process. Primary 
care patients present earlier than those in specialty 
settings, frequently have undifferentiated symp- 
toms, often have greater medical comorbidity, and 
have long-standing relationships with their primary 
care clinicians that may impair discussion of sensi- 
tive issues (Gabbay 2003). Thus, the care of patients 
in primary care settings may unfold slowly over sev- 
eral visits with monitoring or watchful waiting as an 
integral component of both diagnosis and interven- 
tion. 

Although complex and sometimes distributed 
over several visits, a great deal is known about usual 
care for pediatric mental disorders in primary care 
settings. This information is often divided into data 
on psychotropic drug prescribing practices, coun- 
seling and referral, although several of these can 
and do occur simultaneously on some visits. In de- 
veloped countries generally and the USA in particu- 
lar, the prescription of psychotropic drugs from pri- 
mary care has revolutionized the management of 
common mental disorders. In the USA, the number 
of persons receiving care for major depressive disor- 
der has doubled in the past quarter of a century and 
almost all of this increase is a result of pharmaco- 
therapy by primary care clinicians (Olfson 2002). 
Similar trends are observed with children where di- 
agnosis rates are skyrocketing in primary care and 
psychotropic medications the most common treat- 
ment for these cases (Schirm 2001, Zito 2003, 
2002). Moreover, such increases are not only occur- 
ring with stimulants for ADHD, the most common 
prescriptions from pediatric primary care, but also 
for psychotropic drugs for affective disorders (Zito 
2002). Antidepressants are now the second most 
costly class of pediatric psychotropic drugs in the 
USA and the most rapidly increasing. The use of 
these prescriptions has spread from adolescents into 
early childhood, too (Zito 2002). 

Numerous factors affect the likelihood of psy- 
chotropic drug prescription in primary care. These 
include the severity of parent-reported symptoms, 
how well known the child is to the clinician and 
whether or not the family agrees with the clinician 
assessment of the problem (Gabbay 2003). In addi- 
tion, clinicians are more likely to prescribe drugs 
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for children and adolescents presenting with recur- 
rent symptoms. 

In general, primary care clinicians underdose 
their patients on psychotropic medications (Bana- 
zak 1998; Hirschfeld 1997). They also probably treat 
for insufficient duration. It is likely that such prac- 
tices decrease the effectiveness of their efforts, at 
least for conditions like ADHD. 

Counseling, support groups, or psychotherapy 
are also often times provided in primary care set- 
tings. Garralda and colleagues note that there is lit- 
tle evidence of effectiveness for such activities (Gar- 
ralda 2001). Nevertheless, counseling was the most 
commonly employed strategy among newly recog- 
nized behavioral problems in a large national sam- 
ple of USA patients (Gardner 2000). This counseling 
with families most often included reassurance, be- 
havioral modification, and supportive listening ac- 
cording to clinicians. Counseling has long been 
the initial mode of treatment for primary care clin- 
icians confronting pediatric emotional and behav- 
ioral disorders (Goldberg 1979). However, some evi- 
dence suggests that as medications for these prob- 
lems increase, office-based counseling is declining 
(Hoagwood and Kelleher 2000). Similar declines 
are present in the number of specifically prescribed 
follow-up visits for youth with ADHD (Hoagwood 
and Kelleher 2000). 



23.6 Improving the Quality 
of Primary Care 
Mental Health Services 



Recommendations and tools for improving primary 
care mental health services are almost as old as the 
appreciation for the burden of pediatric mental dis- 
orders in primary care settings. Beginning in 
1979 at a World Health Organization conference in 
Bellagio, investigators and leaders called for new as- 
sessment options and nomenclature for improving 
primary care practice around affected youth and 
their families (Regier 1982). Until recently, these rec- 
ommendations have generally been called around 
specific solutions to improving assessment or treat- 
ment or monitoring. Moreover, prevention has gen- 
erally been ignored in these entreaties. 

In considering options for improving care, it is 
important that the barriers to better primary care 
mental health service delivery be examined. First 
and most importantly, the availability of specialty 
care backup or referral services is essential to pro- 



vide care for those with comorbidity, severe disease 
or mitigating social circumstances. For the foresee- 
able future, this particular problem is unlikely to go 
away. Declining revenue streams in social service 
budgets, the lack of adequately trained personnel, 
and limited expertise in child development and psy- 
chopathology suggest that few options will alter the 
landscape regarding availability of pediatric mental 
health specialists. Another barrier suggested by nu- 
merous authors is the limited training and expertise 
of primary care clinicians themselves. This training 
is not only limited in regards to treatment of child 
and adolescent emotional and behavioral disorders, 
but also related to patient-clinician communication 
and ongoing management of chronic illnesses. Of 
course, this training can only accomplish much if 
primary care clinicians are committed to improving 
their care in this area. In the USA, a national survey 
of pediatricians suggests that they do indeed feel re- 
sponsible for improving diagnosis and assessment 
but that most do not feel it is their responsibility 
to treat conditions like child or adolescent depres- 
sion (Olson 2001). 

While primary care training is likely to be im- 
portant, several authors note the many other prac- 
tice issues that are likely to be even more intractable 
barriers. These include competing time demands on 
clinicians and staff that place chronic illness issues 
or time-intensive problems like pediatric emotional 
and behavioral disorders at the back of the line with 
regards to reimbursement, practice management, 
and patient satisfaction. In addition, when psychiat- 
ric issues are raised and few resources in the com- 
munity are available, primary care clinicians will 
be unlikely to seek out such cases. Purchasers of 
health and mental health services, at least in the 
USA and the UK, know little about mental health 
services, their quality or their provision in primary 
care, thus creating little demand for improvement 
efforts (Vanstraelen 1994; Schoenbaum 2004). 

23.6.1 Enhancing Identification, 
Diagnosis and Evaluation 



Much of the work around improving primary care 
mental health services for children and adolescents 
to date focuses on the process whereby clinicians 
recognize, diagnose and evaluate children, adoles- 
cents, and their families in the primary care setting. 
While some debate over which children and adoles- 
cents with emotional and behavioral disorders 
should be treated in primary care settings, there is 
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wide consensus that initial identification is a critical 
role for primary care clinicians. This work includes 
efforts to increase the relevance of diagnostic sys- 
tems for the primary care setting, enhancement of 
measures and their administration, training of clin- 
icians, and attention to communication between pri- 
mary care clinicians and their patients. 

As mentioned previously, the problems of em- 
ploying psychiatric diagnostic nomenclature in pri- 
mary care patients were recognized early by the 
field. Primary care patients present with less differ- 
entiated symptoms, greater medical comorbidity 
and, sometimes, a resistance to a psychiatric diag- 
nosis. The initial response of an international panel 
of experts was to develop a primary care classifica- 
tion system for persons with mental disorders, in- 
cluding a section specific to children and adoles- 
cents (Regier 1982). Later, some of these concepts 
were incorporated into the International Classifica- 
tion for Primary Care (ICPC), a comprehensive di- 
agnostic nomenclature designed to be more relevant 
than ICD for primary care (http://www.globalfami- 
lydoctor.com). Since that time, the American Acad- 
emy of Pediatrics in association with USA psychia- 
tric organizations published the pediatric Diagnos- 
tic and Statistical Manual - Primary Care Edition 
(AAP 1998). This taxonomy developed by psycholo- 
gists, pediatricians, and psychiatrists considers the 
range of developmental issues, mental health, and 
functioning as they present in primary care. In ad- 
dition, the continuum of normal development is em- 
phasized. While hailed as more useful by primary 
care clinicians, there is no evidence that any of these 
systems are used routinely in primary care settings 
(Kelleher and Wolraich 2001). 

The greatest investments in improving primary 
care practice to date have come by way of attempts 
to change assessment practices. The majority of 
these efforts focused on the development or deploy- 
ment of screening tools. Psychopathology assess- 
ment tools for children and adolescents are reviewed 
extensively elsewhere, but some instruments de- 
signed or used extensively in primary care probably 
merit some discussion. The first instrument de- 
signed specifically for the assessment of emotional 
and behavioral disorders in children and adoles- 
cents seen in primary care settings is the Pediatric 
Symptom Checklist (PSC). Originally a 35-item, 
forced-choice list of behaviors for parent or care- 
giver respondents, recent psychometric work identi- 
fied 17 core items that provide core information for 
screening (Gardner 1999). The developer and collea- 
gues have extensive experience implementing a pa- 



per and pencil version in diverse pediatric settings, 
including in large health care plans. 

Besides parent- or caregiver-completed paper 
and pencil surveys, clinician-completed interview 
tools have also been developed for primary care to 
standardize the psychiatric assessment. These tools 
are combinations of structured diagnostic questions 
posed in algorithms for rapid identification of disor- 
ders. An example is the Physician Diagnostic Ques- 
tionnaire by Spitzer (Spitzer 2000). While used in 
research studies, no information on their use in rou- 
tine practice exists. 

Even more innovative are attempts to employ in- 
formation technology to enhance recognition and 
diagnosis. The delivery of computerized psycho- 
pathology assessment tools is not new, but consid- 
eration of their use in primary care systems is. Sug- 
gestions for use include delivery of computerized 
screeners for primary care assessment (Farvolden 
2003) to administration of diagnostic instruments 
in waiting rooms and schools (DISC 2003). Comput- 
erized administration has several advantages. They 
include portability in diverse settings, numerous op- 
tions for reporting, and flexibility in administering 
specific components. In addition, it appears that pa- 
tients are more likely to report socially undesirable 
behaviors or attributes on computer-administered 
tools compared to paper and pencil or inter- 
viewer- administered tools. 

As computerized administration becomes more 
feasible, the use of computerized adaptive testing 
(CAT) will be particularly important for primary 
care. Using item response theory to identify the 
highest yield questions, CAT tailors each test to an 
individual in real time by selecting questions from 
a bank of relevant items (Gardner 2002). Simulation 
work with pediatric assessment tools suggests that 
considerable efficiencies can be gained. Because so 
many different domains are important for assess- 
ment in primary care, CAT will become the standard 
over time in countries that have access to digital 
data collection. As adaptive testing becomes more 
established in the medical field, computerized ad- 
ministration becomes even more flexible. 

Initial evaluations of routine screening in pri- 
mary care settings found results similar to adult 
trials; that is, screening and providing results of 
screening to primary care clinicians rarely resulted 
in improved patient outcomes (Hankin 1978). How- 
ever, new results suggest that when linked with more 
effective treatment services, routine screening can 
improve child and adolescent mental health func- 
tioning. These findings will need to be replicated. 
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Standardized diagnostic assessments in primary- 
care settings and ongoing monitoring with well-va- 
lidated instruments will be challenging for all but 
the most sophisticated practices. The increasing 
use of electronic records and assessment tools will 
gradually allow their use to become more common. 
Electronic communications will also allow incor- 
poration of teacher assessments into primary care 
practice and decision-making about treatment and 
management of emotional and behavioral disorders 
in primary care, a practice that is rare today, at least 
in the USA (Gardner 2003). 

Clinician training around identification of be- 
havioral and emotional disorders is often advocated 
as a way to increase recognition and assessment. The 
evidence around its effectiveness is mixed. Sharp 
and colleagues reported on interview and assess- 
ment training for pediatric residents (Sharp 1992). 
They noted that clinicians could be trained to 
increase their questioning around psychosocial 
issues and be more open-ended in their inquiries. 
However, when parents and caregivers reported their 
concerns, clinicians did not respond favorably or 
frequently ignored the information. Gardner 
(2002) did not detect differences in treatment 
practices by primary care clinicians with more train- 
ing in child psychiatry, but Horwitz (2002) suggest 
that training does influence recognition and refer- 
ral. Some studies document increased recognition 
over time, but it is not clear if this is related to in- 
creased training for primary care clinicians (Kel- 
leher 2000). 

Finally, patient-doctor communication or par- 
ent-clinician communication is another area of fo- 
cus for improvement in mental health services in 
primary care. Early observational studies noted 
higher recognition rates of emotional and behavior- 
al disorders when certain communication styles 
were employed by primary care clinicians. Attempts 
to train patients and families to be more assertive 
and interactive in primary care visits were focused 
on adult patients and results were mixed. Some pa- 
tients seemed to achieve improved clinician-patient 
communication after training while others did not 
benefit. In part, these differences may be due to pa- 
tient and family attitudes and beliefs around illness. 
Patient and family conceptualizations about the 
causes and origins of illness are highly related to 
the types of care they seek and use of treatment ser- 
vices (Brown 2001). Future assessments may also 
need to take into account patient and family beliefs 
and willingness to engage in various treatment mo- 
dalities. 



In sum, efforts to improve recognition, diagno- 
sis, and evaluation in primary care largely involve 
attempts to increase the use of standardized instru- 
ments. While useful for research studies, it is not 
clear that such tools are practical in routine practice 
without computerized administration. The value of 
training clinicians and patients to enhance commu- 
nication is also of uncertain benefit. 



23.6.2 Improving Management 



Innovations to improve treatment generally focus on 
specific interventions. Probably the most common 
internationally is the colocation of mental health 
specialists in the primary care setting. Colocation 
of mental health specialty workers for pediatric care 
is dependent on several factors. First, specialty 
workers must be available. Space and support are 
also essential. Also, the need to determine a clear 
subset of patients for the specialists, the stage of ill- 
ness at which the specialists will be called upon, and 
to what extent they will manage and monitor specif- 
ic interventions all require careful consideration 
(Bower 2002). In short-term studies, the use of men- 
tal health workers in primary care settings increased 
screening and detection, demonstrated improve- 
ments over time, and changed primary care clini- 
cian prescribing strategies (Chisholm 2000; Bower 
2000). To date, no studies document persistence of 
such effects (Bower 2002). 

Besides colocation, enhanced treatment and in- 
tervention training for primary care clinicians is of- 
ten recommended to improve care for pediatric 
emotional and behavioral disorders in general 
health care settings. These recommendations range 
from broad communication skills training to im- 
prove patient interviewing and detection all the 
way to specific psychotherapy skills. Interventions 
around communication training suggest that resi- 
dents and physicians so trained are more likely to 
detect and elicit family violence and emotional 
and behavioral symptoms in primary care settings. 
It is not clear whether such training leads to im- 
proved patient or family outcomes. 

The literature on training of primary care clini- 
cians around mental health interventions is mud- 
died by the quality, intensity, and type of training 
proposed. National public relations awareness pro- 
grams like the Defeat Depression Campaign (Rix 
1999) do not appear to have changed practice. More 
focused interventions such as depression recogni- 
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tion and management training (Gask 1998) or brief 
family therapy (Real Perez 1996) provide more con- 
fidence and skills to the clinicians and improve care 
for a small set of patients attending these clinicians. 
However, studies like these usually employ volunteer 
clinicians interested in the specific topic and inter- 
vention. A more broadly designed and stepped in- 
tervention like the Positive Parenting Program (Tri- 
ple P) addresses a wider range of children with emo- 
tional and behavioral disorders, provides primary 
care clinicians with a greater set of skills and inten- 
sities of interventions, and addresses prevention is- 
sues which are a particularly important aspect of 
primary care (Sanders 1999). Such flexibility and 
range should make this program particularly ap- 
pealing. Early evaluation results report improve- 
ments in knowledge, skills, and practice patterns 
(Sanders 2003). 

Besides training clinicians, several attempts to 
engage patients and their families in or from pri- 
mary care settings have been considered. In one rel- 
atively simple but sophisticated study, Sanders and 
team examine the impact of a specially prepared, 
therapeutic television series on families of children 
with disruptive behaviors. Compared to a wait-list 
control group, intervention families demonstrated 
improvements in perceived parental competence 
and child symptoms that was maintained at 
6 months (Sanders 2002). 

The use of parent support and psychoeducation 
groups has also been advocated as a way to engage 
patients through primary care offices. Adolescents 
with ADHD and their parents reported such groups 
to be helpful (McLeary 1998) but no evidence on 
their effectiveness in primary care settings exist. 
Similarly, others report on the use of interactive 
booklets and videotapes distributed from the pri- 
mary care setting for adults with depression. Pa- 
tients almost uniformly find such tools useful and 
suggest they lead to better adherence, but the mate- 
rials have not been evaluated independently of the 
larger intervention within which they were em- 
bedded (Robinson 1997). It is possible that self-di- 
rected or group support programs with behavioral 
materials may be especially efficient in remote or 
rural areas where specialty support is lacking, par- 
ticularly for youth with behavioral disorders (Con- 
nell 1997). Among adults, self help materials and 
family interventions do as well as specialty care, 
although the implications for pediatric disorders is 
not clear (Durand 2003). 

Because primary care patients with emotional 
and behavioral disorders frequently drop out of 



treatment, do not receive adequate follow-up, and 
struggle with adherence to psychotropic drugs, tele- 
phone disease management protocols have been 
adopted from other disciplines to engage families 
and patients in aftercare. Although yet to be tested 
among pediatric patients, three trials in diverse set- 
tings all show promising short term results with 
low-cost telephone follow-up to patients with pri- 
mary-care-treated depression (Simon 2000; Datto 
2003). Patients and families report positive experi- 
ences with such supportive aftercare; symptoms 
were reduced and adherence to treatment regimens 
increased for intervention groups as compared to 
controls. 

The growing recognition of the chronic and re- 
lapsing nature of many emotional and behavioral 
disorders of children and adolescents forced many 
to consider the important new chronic care models 
being discussed in other areas of medicine. Primary 
care services developed out of an acute care or infec- 
tious disease model in many countries. Such ser- 
vices were initiated by patients or their families, 
were problem based and physician focused. Patients 
or their proxies sought help for particular com- 
plaints in an office setting designed to enhance clin- 
ician efficiency. Such a system is an efficient use of 
resources for the management of acute complaints 
like exanthems or common infections. 

On the other hand, patients with chronic disor- 
ders need to prevent relapse and exacerbations, en- 
hance functioning and rehabilitation, and adhere to 
long term treatment plans (Rothman 2003). Waiting 
for acute exacerbations to receive care produces 
worsening of outcomes. Therefore, the ideal chronic 
care services would engage affected individuals to 
encourage self care, provide clinicians with up-to- 
date best practices, track preventive and rehabilita- 
tive care over time, and reach out to persons with 
worsening of symptoms. In theory, chronic care ser- 
vices are patient-focused, community-based, and 
targeted to treat disease, prevent relapse and im- 
prove functioning. Many examples exist in the med- 
ical world. These include innovative tuberculosis 
treatment services with registries, home visitation 
programs, rehabilitation services and medication 
monitoring. Similarly, effective diabetes programs 
in some communities have involved registries, com- 
munity education, patient motivation, clinician de- 
cision support, and routine monitoring (Lim 2002; 
Berg 2002). 

The core elements of chronic care management 
and prevention are described by several investiga- 
tors. Central to all these descriptions is the interre- 
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lated nature of the various elements since no one of 
them seems to be sufficient. The core components 
appear to be (a) specific interventions to engage pa- 
tients and families in self care, (b) timely assessment 
and treatment tools and decision support for pri- 
mary care clinicians in the care of chronic illness, 
(c) registries and tracking tools to monitor care 
and adherence over time, (d) information systems 
to monitor health of the target population and care 
processes, and (e) organization and financing to 
support the infrastructure. 

Many proposed interventions for improving pri- 
mary care preventive and treatment services for 
youth with emotional and behavioral disorders 
can be considered part of this framework. In fact, 
evidence-based reviews (Gilbody 2003; Bower 
2002) suggest that for both adult depression inter- 
ventions in primary care and child emotional and 
behavioral disorders in primary care multifaceted 
interventions focused on improving practice will 
be necessary to substantially change outcomes for 
affected patients and their families. Clinical guide- 
lines and traditional medical education activities 
are likely to be ineffective, but combinations of pa- 
tient materials and telephone support combined 
with standardized assessment tools and training of 
clinicians have real potential for improving practice. 

23.7 Conclusions 



The international community is focusing its treat- 
ment strategies for mental disorders on primary 
care settings as the natural point of access to care 
for most communities. While the evidence for the 
care of children and adolescents with emotional 
and behavioral disorders is sparse, two things are 
apparent. First, emotional and behavioral disorders 
of youth are common and disabling in primary care 
settings. Secondly, an examination of current prac- 
tices suggests many problems with identification, 
evaluation, and treatment provided in primary care 
settings. Moreover, the work on prevention in pri- 
mary care settings is almost nonexistent. 

In response, new methods of assessment and in- 
tervention have been proposed. In early studies, sev- 
eral of these appear to hold promise but almost none 
have been subjected to multisite or cost-effective- 
ness trials. Some require sophisticated technology 
that is increasingly available, but others are adapta- 
ble for almost any setting. The lessons from the 
adult primary care literature suggests that multifa- 
ceted interventions directed at changing patient, 



primary care clinician, and system barriers simulta- 
neously may be the most advantageous, especially in 
light of the growing recognition of the chronic na- 
ture of these disorders. 
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If Children live with praise. They learn to ap- 
preciate. 

If Children live with acceptance and friendship. 
They learn to find love in the world. 



24.1 Introduction 



The best place to develop, promote, and intervene to 
ameliorate child and adolescent mental health prob- 
lems is the school setting. The following reasons 
pertain to the importance of the school setting as 
a venue for care: (1) most children attend school 
at some time during their lives; (2) schools are often 
the strongest social and educational institutions 
available for intervention; (3) schools have a pro- 
found influence on children, their families, and 
the community; (4) schools can act as a safety 
net, protecting children from hazards that affect 
their learning, development and psychosocial well 
being. Schools, in addition to family, may be crucial 
in building the self esteem and sense of competence 
of children. On the other hand, the school environ- 
ment, by its very nature, can cause stresses on chil- 
dren, for example, stress due to examinations, low 
self esteem in case of failure, and depression in case 
of bullying (Mohit and Seif El-Din 1998). Lastly, 
schools are particularly important as a central point 
of community life, which also can be a factor in sup- 
porting positive mental health. 

Mental health programs in schools not only con- 
tribute to the betterment of mental health of the stu- 
dents, but also tend to improve the image of mental 
health programs through destigmatization. Globally 
changes in family structure, rapid urbanization, in- 
dustrialization, population growth, and migration 
have had a profound impact on mental health and 
well being. Schools as a stable structure in commu- 
nities can help buffer the adverse impact of these 
changes. 

Rutter (1989) found that school variations were 
systematically associated with characteristics of the 
school as social organizations. The finding implied 
casual effects associated with school experiences. 
However, two alternative explanations needed to 
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be considered; first, that the school variations re- 
flected influences from unmeasured aspects of the 
child’s behavior or family background, and sec- 
ondly, that the child’s characteristics shaped the 
school rather than the reverse. 

Nearly one in five children and adolescents will 
have an emotional/behavioral disorder at some time 
regardless of where they live and how well-to-do 
they are. Children with emotional disturbances ex- 
hibit their impairments in a variety of ways. They 
may fail academically, be socially rejected, and have 
a poor self-image. They may also have difficulties in 
relating to peers or adults and may have little respect 
for the laws of their society. In addition, they may 
live within financially and emotionally impover- 
ished environments (Bazhenova et al. 1992). 

24.2 Psychopathology Related 
to School Attendance 



Clinicians and researchers have commonly divided 
children who fail to go to school into two groups: 
those who stay home from school because of fear 
or anxiety, and those who skip school because of a 
lack of interest in school and/or defiance of adult 
authority. (King and Bernstein 2001). The behavior 
of the first group has variously been called »school 
refusal«, »anxious school refusal«, school phobia«, 
or a variant of separation anxiety disorders (SAD), 
while the behavior of the second group has been 
called »truancy«. The terms used to describe non- 
truant school refusal reflect early conceptualizations 
of the etiology of the behavior (Kearney and Silver- 
man 1996). 

24.2.1 The School Mental Health 
Problems Can Be Divided 
into Two Major Areas: 

(a) Absenteeism and 
School Refusal, and 

(b) School Drop Out 



Because of the uniqueness of these major mental 
health problems to the school environment and be- 
cause educators are especially concerned about 
these groups of problematic students, these two 
areas will be reviewed as to their etiology. 



24 . 2 . 1.1 Absenteeism and School Refusal 

Definition: School refusal is defined as difficulty at- 
tending school associated with emotional distress, 
especially anxiety and depression. While terms such 
as separation anxiety and school phobia are often 
used interchangeably with school refusal, the latter 
term is preferably used because of its descriptive 
and comprehensive nature. Kearney and Silverman 
(1996) defined school refusal behavior as »child- 
motivated refusal to attend school or difficulties re- 
maining in school for an entire day«. They have ar- 
gued that descriptive definitions of school refusal, 
free of assumptions about etiology or associated 
psychopathology, are critical to understanding the 
associations between children’s refusal to attend 
school and psychiatric disorders. 

24 . 2 . 1.2 General Characteristics 
of School Refusal 

School refusal has a strong effect on educational 
outcomes; some researchers estimate that about half 
of school refusers underachieve academically (Cha- 
zan 1962). 

Hersov (1985) suggested that the prevalence of 
school refusal would be estimated at 5% of all chil- 
dren with psychiatric disorders with a peak period 
around the beginning of school, at about ages 5-7 
(probably associated with separation anxiety), and 
again at ages 11 and 14 or older (associated with 
other psychiatric disorders or depressive states). 01- 
lendick and Mayor (1984) concluded that school re- 
fusal is more likely to occur between 5-6 years and 
10-11 years of age. There is an association of school 
refusal with separation anxiety disorder or other 
primary or comorbid disorders such as social pho- 
bia, simple phobia, panic disorder, and depressive 
disorders (Last and Strauss 1989). In other studies 
it is reported that school refusal occurs in approxi- 
mately the same percent (5%) of all school age chil- 
dren, although the rate of school absenteeism is 
much higher in some urban areas (Kearney and Ro- 
blek 1997; King et al. 1995). 

In relation to educational outcomes, some re- 
searchers estimated that about half of school refu- 
sers underachieve academically (Chazan 1962). In 
another research study it was found that in the con- 
text of examination stress underachievers develop 
more school refusal (Ebrahim 1999). Regarding 
the sex of school refusers, most studies found the 
phenomenon to be equally common in boys and 
girls (Egger et al. 2003). 
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24.2.1.3 What Schools Can Do to Address 
School Refusal 

Stickney and Miltenberger (1998) surveyed 288 
schools in North Dakota, including elementary, ju- 
nior high, and senior high schools, and found that 
75% of schools reported having a school refusal 
identification system in place. Principals were most 
frequently reported to be responsible for the identi- 
fication of school refusers. In this study, overall 
2.3% of students were identified as »school refusers« 
(including truants). Almost half presented with so- 
matic complaints in the absence of a medical condi- 
tion, an important finding from the viewpoint of 
early identification and treatment. School refusers 
were most commonly referred to a social worker 
and least frequently referred to a psychiatrist (Kear- 
ney and Beasley 1994; King and Bernstein 2001). 

A study of outpatient children and adolescents 
with anxiety disorders found that those who re- 
ported more somatic complaints were more likely 
to be older and to demonstrate school refusal (Last 
1990). Although no known studies of school refusal 
have looked at school attendance and its relation- 
ship to somatic complaints and psychiatric illnesses. 
Missing school has the attendant consequences of 
loss of peer relationships and increased academic 
difficulties (Bernstein et al. 1997). Egger et al. 
(2003) found that somatic complaints were found 
in a quarter of pure »anxious« school refusals, and 
in 42% of the »mixed« school refusers. Very few 
»pure« truants manifested somatic complaints. 
Bernstein et al. (1997) found that autonomic and 
gastrointestinal problems were most commonly en- 
dorsed by their sample of outpatient adolescent 
school refusers. This was in agreement with the 
findings of Beidel and colleagues (1991). 

Egger et al. (2003) reported that nightmares and 
night terrors were strongly associated with »mixed« 
school refusal. They also found support for the asso- 
ciation between »anxious« school refusal and so- 
matic complaints (Bernstein et al. 1997). A triad of 
school refusal, sleep difficulties, and somatic com- 
plaints might alert pediatricians or family physi- 
cians to the presence of associated psychiatric disor- 
ders (Bary et al. 1993). In community studies, Egger 
et al. (2003) found that school refusal was strongly 
associated with, but not synonymous with, psychiat- 
ric disorders. 



24.2.2 School Drop Out 



Definition: Dropping out of school has several defi- 
nitions most commonly based on students who are 
not currently enrolled in school and have not ob- 
tained either a high school diploma or a general 
equivalency diploma (Mattison 2000). 



24.2.2.1 General Characteristic of School 
Drop Out 

In a review of high school drop out in the United 
States, Coley (1995) found the national annual high 
school dropout rate, that is, the percentage of stu- 
dents aged 15-24 years who leave grades 10-12 in 
specific years to be 4.5% in 1993, compared with 
6.5% in the late 1970s. The high school completion 
rate for males has increased from 78% in 1972 to a 
stable 87% from the early 1980s to 1993. 

Using National Educational Longitudinal Survey 
(NELS) data from grade 8 (1988) to grade 10 (1990), 
Rumberger (1995) found that the most influential, 
interactive variables (gathered from parent, teacher, 
and student questionnaires) which determine mid- 
dle school dropouts were SES, parent attitude toward 
school (academic support, supervision, and expecta- 
tions), retention, changing schools, absenteeism, 
misbehavior, and academic performance. Pearson 
et al. (2000) found that the causes of school dropout 
for students before 10th grade were related to poor 
academic achievement, which was in turn mediated 
by the effect of other independent factors such as 
general deviance, bonding to antisocial peers, and 
socioeconomic status. 

Dixon (1999) found that a relationship exists be- 
tween adolescents at risk for school dropout and 
peer rejection outcomes. This finding supports the 
view that variables predictive of students’ academic 
success are not limited to specific academic skills, 
but involve interpersonal competencies. Other stud- 
ies correlated the higher proportion of school drop- 
out to early onset cigarette smoking and drug use 
(Bray et al. 2000; Bates et al. 1997). This was con- 
firmed by the study of Ferguson et al. (1997), where 
he found a strong association between early onset 
(prior to 16 years of age) cannabis use and subse- 
quent affiliations with delinquent and substance- 
using peers, resulting in a move away from home 
and school dropout. 

Most studies have focused on student factors in- 
volved in dropping out, and rarely on school factors 
such as the adequacy of the facilities, leadership, 
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and teachers (Rumberger 1987). Such variables most 
likely have a role, as dropout rates do vary among 
schools. Bryk and Thum (1989) have shown some 
evidence that dropout rates may be lower in school 
atmospheres characterized by an emphasis on aca- 
demic pursuits, orderly environments, active faculty 
interaction with students, and less differentiation 
among students in their demographic and academic 
backgrounds (O Fig. 24.1). 



24.3 School Mental Health 
Prevention and 
Intervention Programs 



A comprehensive mental health program should be 
part of a comprehensive school program, including 
health instruction at all grade levels, easily accessi- 
ble health services, a healthful nurturing and safe 
environment, and interaction with family and com- 
munity organizations. Hendren el al. (1994) high- 
lighted a model school mental health program. 
The following diagram can illustrate the prevention 
and intervention model associated with a positive 
school intervention (O Fig. 24.2). 
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Level I is primary prevention, targeting the 
causes of healthy and unhealthy conditions with in- 
terventions to promote healthy behaviors and pre- 
vent a disorder from developing. 

Level II is secondary prevention, targeting a 
more selected population of high-risk students to 
protect against the onset of disorder. 

Level III is tertiary prevention, targeting students 
who already have developed a disorder with the in- 
tent of treating the disorder, reducing the impair- 
ment from the disorder and/or preventing relapse 
(Rutter 1982). 

24.3.1 Level I - Primary Prevention 



Primary prevention in school mental health occurs 
through the promotion of psychosocial competence 
and mental health education that includes students 
and teachers. The most significant interventions 
for the promotion of psychosocial competence in 
school are those which enhance the child’s own cop- 
ing resources and competencies; this is most often 
done by the teaching of skills, such as life skills. 
These skills include: decision making and problem 
solving, critical and creative thinking, communica- 
tion and interpersonal relationship skills, self aware- 
ness and empathy, and skills for coping with emo- 
tions and stressors. 



24.3.1.1 Life Skills Programs 

Life skills are being taught as part of a wide variety 
of school-based interventions. Programs with dem- 
onstrable effectiveness include those for the preven- 
tion of substance abuse (Botvin et al. 1980, 1984; 
Pentz 1983), adolescent pregnancy (Zabin et al. 
1986; Schinke 1984), and the prevention of bullying 
(Olweus 1990). Educational programs teaching these 
skills have also been developed for the prevention of 
AIDS (WHO/GPA 1994), for peace education (Prutz- 
man et al. 1988) and for the promotion of self con- 
fidence and self esteem (TACADE 1990). Teaching 
life skills in this wide range of promotion and pre- 
vention programs demonstrates the common value 
of life skills for health promotion, beyond their value 
within any specific program (WHO 1997). The in- 
troduction of life skills teaching will require input 
from the school and education authorities for teach- 
ing, training and the development of teaching man- 
uals, as well as for the ongoing support of teaching 
programs, once they are in place. 



24.3.1.2 Impact of Life Skills Teaching 

For the student: protecting his health, e.g., by 
preventing cigarette smoking (Botvin et al. 1980), 
abuse of alcohol (Botvin et al. 1984) and other drugs 
(Seif El Din 1993; Botvin et al. 1984), and promoting 
the child’s social interests; e.g., by improving rela- 
tionship with peers (Venables et al. 1983). 

For the teacher: improved relationship with pu- 
pils (Olweus 1990) and fewer classroom behavior 
problems (Venables et al. 1983). 

For the school: improve academic performance 
(Wessberg 1983) and possible effects on levels of 
truancy and school dropout. 

24.3.2 Level II - Secondary Prevention 



Secondary prevention is useful where mental health 
problems range from relatively minor and transient 
disturbances to serious and long-term disorders. 
Schools are often places where mental health prob- 
lems are first identified as needing special attention. 
If children with potential mental health problems are 
identified early and appropriate interventions made, 
the problems are more likely to reduce risk-taking 
behaviors such as smoking and substance abuse. 
Too early sexual activity may be an early indication 
of a young person in danger of more serious prob- 
lems. Early intervention with risk-taking behavior 
can prevent serious consequences which may need 
a sophisticated level of intervention. 

Psychosocial problems become evident through 
changes or deviations in emotions and/or behaviors. 
This may include aggression, decline in academic 
performance, and failure in school, change in peer 
groups, fluctuating mood, risk-taking behaviors, 
and exaggerated or repressed feelings associated 
with physical illness. Extra care needs to be taken 
by health professionals in screening for these prob- 
lems and disorders. 



24.3.3 Level III - Tertiary Prevention 



Psychosocial and mental health interventions for 
mental disorders may take place in or out of the 
classroom. Classroom interventions include health 
promotion, primary prevention (health education), 
and early problem identification as mentioned ear- 
lier. The intervention may be directed toward the 
entire classroom or school environment or it may 
be directed toward an individual child. It is usually 
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desirable to make use of interventions that affect 
both the school environment and the child. 

Assessment and referral for psychiatric treat- 
ment can take place out of the classroom, but should 
be coordinated with the teacher, school nurse, and 
school administration. When teachers and other 
school personnel understand the nature of a child’s 
problems they can work effectively with mental 
health professionals in designing classroom and 
school programs that provide support and enhance 
the coping abilities of vulnerable children. Psycho- 
logical treatment programs for children needing ad- 
ditional help in the classroom have been shown to 
be of benefit. Shorter-term treatment such as group 
therapy, play group, and behavior modification have 
shown promising results in children with psychoso- 
cial disorders by enabling them to remain in regular 
classrooms and advance educationally (Kolvin et al. 
1981). Peer counseling, often done by older children 
and adolescents, has been found to be helpful both 
for those who give it and for those who receive it. 
The positive role modeling, problem solving strate- 
gies and prosocial behavior are often accepted more 
readily when they come from peers rather than 
authority figures. 

Schools can be enlisted in crisis management. 
Parents, teachers and children can be involved in 
preventively oriented trauma recognition and re- 
sponse (Pynoos et al. 1990). Elements of crisis inter- 
vention include consultation with school adminis- 
trators, training of teachers, and education of par- 
ents and children. Identifying and addressing ru- 
mors, misconceptions, and fear helps to minimize 
anxiety in the school community. Classroom draw- 
ing exercises and symbolic reconstruction of the cri- 
sis can be effective initial interventions with younger 
children. Special procedures are needed to reinte- 
grate hospitalized or severely traumatized children 
into classroom, to deal with bereaved children, 
and to monitor school behavior and performance. 



24.4 Model Programs 



All over the world several examples of successful 
school mental health programs exist. Many of these 
programs are directed to a particular problem or 
disorder, and others to improve the schools’ envi- 
ronment. Some programs dealing with particular 
problems or disorders are only appropriate for par- 
ticular cultures and cannot be transferred to other 
cultures. 



The characteristics of effective school mental 
health programs should take into account the rela- 
tionship between the school and the community en- 
vironment. It is important to identify the socio-po- 
litical conditions and processes likely to be asso- 
ciated with the establishment and survival of a com- 
prehensive mental health program. The involvement 
of families and community members as active part- 
ners in planning, implementation, and ongoing 
evaluation is key. Hendren et al. (1994) emphasized 
the need to intervene at multiple levels and focus on 
teacher and parent trainings (Hendren et al. 1994). 



24.4.1 Program Examples 



The following are examples of successful prevention 
and intervention programs. 

24.4.1.1 Norway: Bullying Prevention 

An example of a successful mental health interven- 
tion in the educational environment is one to pre- 
vent bullying in Norway (Olweus 1992). Instead of 
teaching individual children to cope with bullying 
by aggressive peers, a national campaign was devel- 
oped and successfully carried out to reduce bullying 
throughout the entire school system. The interven- 
tion consisted of workshops for teachers and par- 
ents, booklets, videos, and problem solving and so- 
cial skills training for students, all with a firm, non- 
aggressive message that bullying would not be toler- 
ated. 



24.4.1.2 United States: Comer Schools 

Another example of an environment-centered model 
is that of Comer (1980) at the Yale Child Study Cen- 
ter. The Comer School Model applies a systems 
approach to school problems. It focuses on improv- 
ing the school’s social environment by encouraging 
parent participation through a parent program in 
support of school activities, and by establishing a 
multidisciplinary mental health team to provide 
consultation in the management of student behavior 
problems. These activities are coordinated by a re- 
presentative governing body composed of adminis- 
trators, teachers, support staff, and parents. The 
governing body identifies and rates problems and 
opportunities within the school, distributes and 
promotes resources, establishes mechanisms to 
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solve problems and use the existing opportunities, 
and monitors and evaluates the outcome, thus pro- 
viding feedback, so that appropriate modifications 
can be made to the program. This model is found 
to improve student academic and behavioral perfor- 
mance over time (Cauce 1987). 



24.4.1 .3 Alexandria, Egypt: Comprehensive 
School Consultation 

There are parts of the world where the number of 
child psychiatrists and child mental health profes- 
sionals are very limited in proportion to the large 
number of children. In some countries the child 
population can be about 40% of the total population. 
In 23 countries of the eastern Mediterranean region 
there is only one child psychiatrist for every 12 mil- 
lion people and most psychiatric care, if provided at 
all, is given by general psychiatrists (Seif El Din 
1990). 

A successful program developed and featured by 
the World Health Organization is the one developed 
in Alexandria, Egypt. It offers a strong argument for 
promoting child psychiatric services in developing 
countries and providing related mental health train- 
ing within primary care services. This program 
overcame strong challenges due to the limited 
awareness of physicians, teachers, and parents about 
child mental health. Prior to the program, tradi- 
tional disciplinary methods were used to manage 
several child psychiatric problems. Even families 
were not accepting that child psychiatric problems 
can develop because they considered childhood as 
a happy period of human life in which no psychiat- 
ric illnesses can develop. 

The school mental health program was launched 
in Alexandria in 1987 by an intersectoral team from 
the Ministries of Education and Health and the Fac- 
ulty of Medicine in Alexandria. The goal was to de- 
velop a child psychiatric service with the following 
objectives: train school personnel; orient school 
children to communicate skillfully with their peers 
and school staff, with an emphasis on respect and 
empathy for disadvantage persons; and use school 
children to convey proper mental health messages 
to their families. One-week training courses were 
conducted. This helped most of the personnel work- 
ing in schools to realize the different school mental 
health problems they were facing and to manage 
them, if possible, or to refer them to the proper 
channels, in addition to their task of promoting 
school mental health (Seif El-Din et al. 1991). 



Two years after the start of this program, with 
increased awareness of child mental health prob- 
lems, a question was raised on how to develop more 
qualified personnel to act as a filter for early detec- 
tion of children in need of psychiatric services and 
to manage the detected cases through guidance and 
counseling for the parents and teachers. The clinical 
training needs were realized through advanced 
training courses. An 11 week training course, with 
intervals of 2-3 months between session groupings 
to give the trainees a better chance to return back 
to their schools to apply what they learned during 
the different training weeks, was initiated. 

The advanced training programs conducted 
from 1990 to 2002 developed about 200 school men- 
tal health providers from six advanced training 
courses. These providers now run school mental 
health guidance and counseling clinics and will 
form the core training group for the training of 
others. The training activities also had the effect 
of developing the proper referral of needy children 
and increasing the collaboration between schools 
and health sectors to promote and intervene prop- 
erly (Seif El Din 1990; Attia et al. 1991; Seif El Din 
et al. 1991, 1996; Abou Nazel et al. 1995). 



24.4.1.4 Rawalpindi, Pakistan: 

Peer School Support 

Another model school mental health program exists 
in Rawalpindi, Pakistan. In this program pupils 
work together to promote their own health as well 
as that of their families and communities (Mubba- 
shar et al. 1989). The program is reinforced through 
the use of slogans, essays, and speech contests, men- 
tal health committees, parent/teacher associations, 
and a managerial training workshop for district 
education officers. Program evaluation indicates im- 
proved grades, increased attendance, decreased 
dropouts, and increased general and mental health 
case referrals. 

In Africa, another innovative mental health edu- 
cation curriculum has been developed in Uganda as 
part of over all health education for secondary 
school students. This program is supported by the 
Ugandan Ministries of Health and Education 
(1994). The extensive curriculum focuses on the re- 
lationship between physical and mental illness; the 
effect of stress culture on mental disorders; the etiol- 
ogy, prevention and treatment of mental disorders 
throughout the life cycle; substance abuse; sexual 
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D Fig. 24.3. Mental health through children's eyes 



disorders, mental retardation, suicide, and mental 
disorders associated with AIDS (□ Fig. 24.3). 

24.5 Conclusions 



Schools are one of the most important settings in 
which to promote the mental health of children. 
To do so will enhance the possibilities of improved 
adjustment and health in future generations. The 
school environment is one of the least stigmatizing 
and potentially supportive places to intervene prop- 
erly with needy children. 
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